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In 1861, Horace Dobell, writing in England 
said, “I wish to propose that there should be 
instituted, as a custom, a system of periodical 
examination, to which all persons should sub- 
mit themselves, and to which they should sub- 
mit their children. If such a plan were to be 
faithfully and conscientiously carried out by 
the present and rising generation of well-edu- 
cated studious medical men, I think no one can 
doubt, after a careful consideration of the sub- 
ject, that immense benefit would be conferred 
upon the public.” 


Forty years later, George Gould’ addressed 
the Philadelphia County Medical Society as 
follows, “I believe that there is a coming science 
of man, based upon a _ thoroughgoing and 
repetitive system of physiologic and pathologic 
examinations which will ultimately give us a 
genuine and all-comprising science of the en- 
tire individual life. Prophecy and prognosis 
are based upon a thorough knowledge of the 
past and present fact, a rigid understanding, in 
a scientific sense, of the evolution of the or- 
ganism and of its present departures from a 
normal standard. For his children, a fore- 
sighted man must wish such an accounting, such 
a prophecy and prognosis; as to himself every 
individual adult, when he awakens to scientific 
consciousness, must try to look forward through 


*Read before the Louisiana State Medical 
Society, Monroe, April 26, 1937. 

*From the Department of Preventive Medicine, 
School of Medicine, Tulane University of Louisi- 


ana. 


the years, and reckon up his powers and pos- 
sibilities of life. Is it not at once plain,” 
Gould asks, “that these ideals can be realized 
only by a system of periodic examinations and 
records made every year or every five years, 
throughout the lif2 of the individual organ- 
ism?” 

In another twenty years the American Medi- 
cal Association endorsed the principle of the 
periodic health examination and embarked upon 
an extensive and expensive campaign to in- 
form, instruct and advise the medical practi- 
tioners of the country on the aims and proce- 
dures of this health measure. 

Within the next few the American 
Medical Association had issued a “Manual of 
Suggestions for the Conduct of Periodic Ex- 
aminations of Apparently Healthy Persons”, 
most County Medical Societies had endorsed 
the examination in principle, and many of them 
held symposia and demonstrations at meetings 
devoted to the subjéct. Society members sub- 
mitted themselves to the examination and for 
a few years encouraged its use by presenting 
papers on the subject, agreeing with the idea on 


years 


every hand, participating in the examinations 
of employees, joining the efforts of the Life 
Extension Institute, and working in a few 
clinics in the eastern states where health 
clinics were being established. 

By 1931, Donald Armstrong? was forced to 
conclude that the medical profession had not 
been overly alert in seizing its opportunity and 
that it appears to be necessary not only to urge 
the public to go to the doctor for an examina- 
tion, but it is necessary to encourage the doctor 
to prepare himself to meet this public demand, 
to make a reasonably uniform and thorough 
health examination, to utilize the diagnostic 
services for the patient which his community 
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affords, and to teach the patient such personal 
hygiene as the situation may indicate to be nec- 
essary. To quote directly, he says, “In other 
words the doctor must learn to practice preven- 
tive medicine.” 

In the seventy-five years since Dobell’s seri- 
ous pronouncement, the average general practi- 
tioner and most of the specialists have not taken 
advantage of the scientific principles underly- 
ing the periodic health examination. It is nec- 
essary to state that the periodic health exami- 
nation as herein considered is a health main- 
tenanc2 examination and is not to be confused 
with the ordinary examination for physical fit- 
ness. The latter performs a useful but very 
limited service and is now in extensive use in 
industries, schools, clinics and doctors’ of- 
fices. This misconception of the periodic health 
examination is largely responsible for its non- 
acceptance generally by the medical profession. 
Because of the failure to understand thorough- 
ly the principles on which it is based, it ap- 
pears unscientific, difficult and of little worth. 
It is necessary, therefore, to rediscover the 
periodic health examination and try to present 


it in a favorable light. 


The ultimate aim of the examination is the 
prevention of disease and this by implication 
means that it should be designed to prevent the 
onset of diseas’; it is to the individual what 
Public Health is to the group. Public health 
operates on the fundamental principle of pre- 
vention, that obstruction of a cause will pre- 
vent its effects, the periodic health examination 
recognizes that individual effort can help to ob- 
struct the cause; Public Health maintains that 
health is purchasable, the periodic health exami- 
nation is certain that good health is to be had 
for the asking. The physician who performs 
the service of periodic health examinations must 
be convinced in his own mind that the method 
is based on sound scientific principles and that 
what limitations it possesses are not inherent 
in the method but are due to inadequate knowl- 
edge and technics in the prevention of disease. 
When the causes of all diseases are not yet 
known, and even when known are not always 
open to attack before they have produced di- 
sease, it can hardly be expected that any method 
based on this krowledge alone will be perfect 


or even approach perfection in its results. But 
this is true also of curative medicine, economics, 
sociology and every branch of human endeavor, 
and in itself cannot be a sufficient reason not 
to try everything it has to offer. 
PERFORMANCE OF HEALTH EXAMINATION 

In the performance of the periodic health 
examination the physician has an individual be- 
fore him who has passed through a definite 
number of months or years of experience. Dur- 
ing that period the individual, as a biopsychic 
organism has grown and developed under the 
influence of manifold environmental factors 
and in the direction dictated by his inheritance. 
At the moment of the examination the organ- 
ism shows the result of these factors; he is 
never perfect for there is no human perfection, 
but he may be relatively well balanced in all 
of his functions and for all practical purposes 
can be considered a healthy individual; or, he 
may have some minor developmental defect or 
acquired physical disability of little conse- 
quence ; he may have some unrecognized or un- 
recognizable abnormality in structure or func- 
tion within him which is not evident and he can 
be looked on as apparently healthy; or he may 
have obvious disease. 

Whatever his present state may be, it is the 
result of some known or unknown factors that 
have affected him. Whether the result be 
health or disease, the task before the physician 
is to evaluate the present state of health in the 
light of past effects and then attempt to ascer- 
tain the causes of those effects; to determine 
whether they have ceased operating, or whether 
the processes they have instituted are static or 
advancing; and to inquire into the history and 
environment in order to reveal the presence of 
known factors that might be present as poten- 
tial causes of disease and may later eventuate 
in the production of disease if circumstances 
permit, 


From this it is apparent that no perfunctory 
history taking and physical examination can ac- 
complish the desired ends. The examiner musi 
have a thorough knowledge not only of the 
causes of disease but where they exist, how 
they are acquired and their possible effects on 
the functions of the organism. This is suffici- 
ent to convince the physician that the success 
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of a health examination will depend on knowl- 
edge, application and interest and that without 
any one of these three the performance falls 
back to the level of an ordinary evaluation of 
the present physical condition, albeit in the 
light of the past. 

Most of the literature on the periodic health 
examination deals with technics of the physical 
examination itself. This arises from the parti- 
ally justifiable attitude that the physical ex- 
amination should reveal the functional state of 
the organism in all important particulars and 
elicit positive or suspected evidences of early 
The greatest difficulty arises in de- 
termining how deep and extensive this search 
should be. 


disease. 


A complete physiologic assay would 
require days and almost scientifically controlled 
conditions The 


pense and time factors make such a test general- 


for its accomplishment. ex- 


ly impractical. Short of this, all ordinary ex- 
aminations, analyses and special tests will very 
early satisfy the requirements. But this also 
is time-consuming and expensive and will rarely 
obtain the continued interest and cooperation 
of the examiner and the examined, 

I believe that there is a middle course that 
can be effective very nearly within the limits 
of error of the more exhaustive examinations. 

In the first place, most of these examinations 
will be performed by general practitioners, but 
even if done by experts, they will be open to 
errors of judgment and technic. What therefore 
hecomes of greatest importance is that the ex- 
aminer understand exactly what he is trying to 
do in each particular case; i. e., that the age, 
sex and other facts about the patient have been 
opportunities for certain kinds and degrees of 
causative disease agents to operate over a long- 


er or shorter period of time. For this reason 


the child of ten has special probabilities to be, 


investigated that are of little importance to the 
woman over forty and that the woman has like- 
lihoods of disease not possible for a man of th: 
same age. In other words, special emphasis by 
special examination, above and beyond the rou- 
tine physical, are indicated by the qualifying 
This is common- 
sense medical practice but it must be based on 
scientific attitudes; it is not the common 
sense of a casual, expedient attitude that makes 
all kinds of allowance for the patient’s sensibi- 


factors of the particular case. 
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lities, lack of time, unjustified inferences and 
hurried judgments. 


The basis on which the physical end of the 
periodic health examination is carried out r-- 
veals the necessity and superior importance of 
the history and environmental inquiry which 
must precede it. By interrogation of the pa- 
tient directly or indirectly, by gaining additional 
information from relatives and friends, social 
agencies or personal investigation by the physi- 
cian or his assistant, the physician will become 
aware of most of the disease factors to which 
The 


inquiry must be systematized in order to in- 


the patient has been exposed in the past. 


clude all possible causes and to permit some in- 
ferences as to the probable causes that could 
have been in operation. This can be accomp- 
lished most readily if the physician will order 
his thoughts in terms of the causes of disease. 
By so doing he will make every effort to find 
out whether the patient before him has been 
subjected to a harmful degree by inheritance 
factors, defects of nutritive elements, exogen- 
ous chemical agents, physical forces and ener- 
gies, the vital activity of invading organisms 
and the psychobiologic and _ bio-social factors. 
Instead of undertaking a chronological history, 
which will include the known effects of thes- 
factors, he will develop each category individu- 
ally and in all its aspects, For example, his in- 
quiry under the nutritive defects will include 
questions about nutrition in infancy, milk for- 
mulas, dietetics of childhood, growth, history of 
the likely nutritional diseases, special likes and 
dislikes in food, habits of eating, appetite and 
functions. forces 


digestive and 


agencies would be revealed in such things as 


Physical 


posture, symptoms of stresses and strain in 
joints, ligaments and iendons, past fractures, 


mechanical defects in body structure such as pat- 
ent inguinal rings, umbilical hernia, cleft palate. 
effect of ultraviolet light shown by sunburn, the 
physical hazards of occupation which may in- 
clude such items as postural stress, exposure to 
injury by accident, the use of radiant materials, 
and the possibilities of electrical injuries. 


THE PATIENT AND THE EXAMINATION 


From the point of view of the patient, the 
most important aspect of the examination is the 


advice which the physician will give. In cura- 
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tive medicine the physician is usually in the 
position to advise or undertake certain pro- 
cedures to correct some particular condition. 
In preventive medicine he can do no more than 
anticipate the future on the basis of probabilities. 
(It is taken for granted he will try to correct 
existing pathology if it is found at the health 
examination but this surpasses true prevention 
although it may prevent progress of the condi- 
tion and complications.) Fortunately the phy- 
sician is no worse off than any one else who 
hazards predictions. He can do no more than 
say that if such and such causes continue to 
operate in the future as they have in the past, 
they will probably eventuate in disease. It is 
this which constitutes the chief interest of those 
mostly concerned with preventive medicine. 
The probabilities must be worked out on the 
basis of known causes and every item of scien- 
tific knowledge which has a bearing on the eti- 
ology of disease is of importance to preventive 
medicine. 

In arriving at the advice to be given the pa- 
tient, the physician will weigh the probabilities 
and directly or indirectly attempt to readjust 
the patient’s attitudes, behavior, or environment 
in such a way as to present the greatest likeli- 
hood that the continued operation of effective 

He will correct 
attention, improve 


causes will be obstructed. 


diets, recommend dental 
eliminative functions, present safeguards against 
skin irritants, reduce intoxication by alcohol, 
tobacco and coffee, give sex-hygiene and men- 
tal hygiene advice, and arm the patients with 
all other defenses which appear necessary in 
each particular case. 
SPECIAL FEATURES 


One of the fundamental necessities of the 
periodic health examination is its periodic char- 
acter. With the exception of some few rela- 
tively permanent helpful procedures such as 
immunizations, correction of faulty habits and 
corrective medical and surgical procedures, the 
outcome of a single health examination cannot 
effective few 


be expected to be beyond a 


months or years. The patient may not take the 
fail in attempting to carry it 
out; the recommendations may not have been 


advice or may 


completely adequate to bring about the desired 
effect, and in all cases the passage of time per- 
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mits new factors to enter or old factors to exert 
more harmful effects. The time interval must 
be determined for each individual. I have 
adopted a semi-arbitrary period for certain age 
periods, marital states, occupations, and so 
forth, but make allowance always for special 
circumstances, particularly in the findings of 
the environmental study. For example, it would 
appear unwise to allow a woman to wait a year 
if she is over forty and has an old cervical 
laceration and it would certainly be flying in 
the face of probability to let an undernourished 
child go three or six months on the assumption 
that the mother will carry out all the recom- 
mendations about diet, sleep, exercise, play and 
rest which had been given her. 

The use of specific immunizing agents and 
prophylactic measures is an essential part of 
health examination service. The physician is 
seldom in a position any longer to recommend 
preventive immunizations or not just as he sees 
fit. In this respect, he has certain social ob- 
ligations to participate in the prevention of 
contagious and communicable diseases and he 
should remain open minded and use all of those 
measures which are generally acceptable to the 
majority of his profession. The same applies 
to a lesser extent to the protozoan and metazoan 
parasites. Because infection with these can 
only be demonstrated in many cases by exami- 
nation of the feces, blood and urine, these ex- 
aminations are now a routine requirement in 
all instances where any pretext to thoroughness 
is indicated. 


SUMMARY 


The attitude of the physician who undertakes 
periodic health examination service is of more 
importance than the technics of its performance. 
He must, above all, be convinced of the pos- 
sibilitizs in the prevention of disease and un- 
less he approaches his task imbued with the 
idea he will do neither himself nor his patient 
any good. 

Personal hygiene can be a science but to be- 
come so, must be scientifically approached. So 
long as physicians fail to appreciate that nutri- 
tion, poisoning, mechanical mental 
states and so forth are behind the onset of many 
serious diseases, they will not, and should not 


stresses, 





attempt formal periodic health examinations, 
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But, in so failing to apply their knowledge, they 
are failing in the highest aim of their profes- 
sion which is to prevent disease and maintain 
health. 


The conduct of the health examination is no 
more difficult than most other procedures in 
medicine, but it is far more inclusive. It can- 
not, and must not be casual or colored by pre- 
judice; it lays no claim to infallibility or mira- 
culous results; but it does claim to be the great- 
est influence for the further progress of real 
medical service on behalf of the recipients and 
the practitioners of it. 
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DISCUSSION 

Dr. E. A. Socola (New Orleans): There is no 
doubt that the American public is becoming more 
and more awake to the realization that periodic 
health examinations have increased the normal 
life span and have avoided many tragedies in the 
American home. 


Last year I appeared before this body with a 
statistical study of the school children of Louis- 
iana, considering the physical defects as brought 
out by the examinations in the various Parish 
Health Units. In childhood and infancy we realize 
the following facts: First, the prenatal period has 
been well taken care of. In the newborn and in 
the first year of life, the layman is very well edu- 
cated that it is wise to keep the well baby well. 


The welfare of a school child has been improved 
upon a great deal in the past few years, but that 
period of life that has been neglected is the pre- 
schoo] age. Many of the cases of extreme pathol- 
ogy that are seen in the school child, could very 
easily have been avoided in the pre-school period. 
Lucas brought out that only a very small percent- 
age—I think it was, to be exact, fifteen per cent— 
of children in the United States are being taken 
care of or advised by public health agencies. 
Therefore, the responsibility lies on the practi- 
tioner, and the practitioner should realize that he 
is the one who must give prophylactic advice. He 
is the one who must give counsel as to the various 
diseases that can be avoided or the pathology that 
ean be minimized, and not reach the extreme 
stages we see in the various hospital wards and 
in hospital rounds. 


Furthermore, there is no doubt that as the years 
go by periodic health examinations will be carried 


on more and more. We see that move sponsored 
in various organizations. Among the auxiliaries 
of the different parish societies, the ladies have 
developed that idea of each one going through an 
annual physical examination. 


I think, as I said before, the subject was well 
presented, and is one of most interest to the Amer- 
ican public. 

Dr. R. McG. Carruth (New Roads): This is the 
greatest subject that could be presented to the 
American public. If you will pardon a _ personal 
allusion to myself, I am very proud of my record 
on the subject of periodic examinations. I have 
a letter that I have kept from Seale Harris, which 
I received many years ago, congratulating me upon 
the stand I had taken on this subject. 

For many years I have attended the Southern 
Medical conventions, from Miami to Memphis, and 
from Nashville to Dallas. I have not attended, 
however, during the last few years. I have always 
sounded out the importance of these periodic ex- 
aminations. 

I have been told by an intelligent physician, 
“We are not prepared to give these examinations 
in the country.’”” I come from a rural district. 
Why should we not be prepared? I proposed ten 
years ago in our little parish society that we be- 
gin by examining ourselves. 

Our Parish Society has a very small number of 
members, possibly nine or ten, and frequently not 
more than five or six are present at our meetings. 
We try to meet monthly, but are glad to meet six 
times a year. I told my younger confreres that it 
would do us good to make these examinations. 
For thirty years, I presume, I have advocated 
these periodic examinations with my own patients. 
The more we percuss, the more we auscultate and 
the more we examine our patients, the more fa- 
miliar we come with these methods. 


It is pitiable, I have noticed, how many of our 
physicians, especially the older ones, are so in- 
competent in diagnosing early tuberculosis, one 
of the great diseases that has long decimated our 
population. We are conquering it and we will 
conquer it, but we have to study incipient cases, 
as we do not know enough about them. To ex- 
amine a patient is not to feel the pulse, look at 
the tongue, look at the teeth, the throat and ton- 
sils, and take the blood _ pressure. 
knows more or less about that. 


Everybody 


We are not all bacteriologists; we are not mi- 
croscopists, but in my little parish organization 
we have several who are very good microscopists 
and very good bacteriologists. My microscope was 
burned up in a fire many years ago, when I was 
in active practice. I gave up the practice of 
microscopy, but I send my specimens to Dr. See- 
mann and others to examine. 
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If you will allow me, I should like to recount a 
circumstance that bears on such examinations. A 
very young married woman—she was married at 
sixteen and came to my office when seventeen or 
eighteen; she had been operated on twice, once 
at Charity and once at Touro; was subject to 
spasms. She would roll out of bed, roll under the 
bed, roll off the gallery and under the house, 
fight, kick, and scream. I examined that little 
woman for an hour on my table, and when I got 
through her father and husband asked me what 
was the matter. I told them I did not know. I 
had not yet found out. I gave her, however, not 
a placebo but something that I thought might 
benefit her. It was simply trial and error, as we 


say, to see if I could find the diagnosis. On the 
next examination, I found an ingrowing toenai! 
that would run any nervous woman wild. A lady 


patient once laughed at me for asking her if she 
had corns. This little woman had an ingrowing 
toenail that would run any woman crazy. I found 
that on my second examination. I extracted the 
nail, and she never had another fit. She went 
back to school, because she was anxious to equip 
herself for teaching. 

If we are not able to do this work, then let us 
acquit ourselves by attending, as I said before, a 
postgraduate course. 

Dr. A. E. 
thank Dr. Perkins very 
subject which should be 
The question of periodic examinations has been 
given attention for quite a while. I think, in all 
due modesty, I was the one who first brought it 
out in the City of New Orleans in 1927, when I 
was president of the Orleans Parish Society and 
inaugurated “Longer Life Week”. The object of 
the “Longer Life Week” was to promote more 
periodic examinations. 


(New Orieans): I want to 
much for bringing up a 


vital to the profession. 


Fossier 


I do not want to speak ahead of turn, because to- 
morrow I am going to read a paper to you on the 
subject of longer life, and prove to you that in 
New Orleans at least, from which I have gotten 
my figures, we are living very much longer than 
we have ever lived before, that people today have 
a very much greater advantage to reach a ripe old 
age than they had perhaps twenty, thirty, forty 
or fifty years ago. Also, the other point of the 
thesis that I wish to bring to you tomorrow is that 
even the so-called degenerative diseases, which 
have increased so. much and concerning which 
everybody is throwing up their hands in fear of 
these diseases, have been a godsend, because if we 
are living to be older today more people are dying 
older, and they are even dying older from these 
so-called degenerative diseases. 

I want to take from my paper as little as pos- 
sible. I simply give you an idea of what it is 
about. I do want to thank Dr. Perkins for bring- 
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ing up the subject, and if we want to live longer 
and teach our people to live longer, we have to 
have more periodic health examinations. The only 
way we are going to accomplish this purpose is by 
education. The only way you are going to reach 
the people is by educating them to the possibility 
of doing something for them by frequent exami- 
nation. 





THE RELATION OF THE 
SPECIALIST TO THE GENERAL 
PRACTITIONER* 


JOHN B. GOOCH, M. D. 
NEW ORLEANS 

The term “specialist” will be considered as one 
who confines his work to local pathology, par- 
ticularly the ophthalmologist and otolaryngolog- 
ist, and the “general practitioner” as one who 
is intrusted with the general care of the patient. 
the family physician and the internist. 

There is a natural tendency for each practi- 
tioner of medicine regardless of his field to 
consider, more or less subconsciously, every 
symptom complex from 
The of this 
emphasize that there are certain conditions that 


solely his particular 


viewpoint. purpose paper is to 
can best be treated by a specialist; others by 
still 
neither the specialist nor general practitioner 


the general practitioner and others by 
working alone but by close cooperation of the 
this 
point the following classification of sympio- 


two together. In order to demonstrate 


matology has been devised. 


SYMPTOMS 

1. Local symptoms due to local disease: 
Here the patient usually tentative 
diagnosis himself and goes direct to the appro- 
priate specialist. Examples of this would be 
eye-strain or acute sinus infections. Cases of 
this type illustrate the need not so much of co- 
operation between the specialist and general 
practitioner but rather between specialists in 
closely allied fields of the otolaryngologist, the 
dentist and the ophthalmologist. Patients with 
antra infections frequently consult a dentist be- 
cause of pain in the upper teeth and conversely 
dental infections may cause maxillary sinusitis. 


makes a 


*Read before the Louisiana State Medical So- 
ciety, Monroe, April 27, 1937. 
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Chronic ethmoiditis causes retro-orbital pain 
which appears to be definitely due to the eyes, 
and headache produced by eye-strain is often 
mistaken for frontal sinusitis. The general 
practitioner in such instances might be called 
in as a sort of referee and help explain to the 
patient, who often has more confidence in him 
than anyone else, just what the local condition 
is and how it should be treated. 


2. Local symptoms secondary to constitu- 


tional disease: would be 


reflex origin or secondary to 


Examples of this 
headaches of 
hypertension, endocrine dysfunction, intestinal 
stasis. The treatment is entirely up to the 
general practitioner and the specialist can only 
assist in making the diagnosis by exclusion. He 
must be particularly cautious or else he will at- 
tempt to effect a cure by local treatment where 
none is indicated. If the patient should consult 
the specialist first and he finds no particular 
cause in his field for the symptoms complained 
ot he should refer the patient directly to his 
family physician. 

3. Constitutional or remote symptoms due 
to obscure local disease: Notable examples of 
this, of course, would be neuritis, rheumatism 
or arthritis, due to foci of infection in the 
teeth, tonsils or sinuses in which the patient 
had never had a toothache, sore throat or symp- 
tom of sinus infection. Treatment at first 
glarce would seem to be entirely local (removal 
of foci) but the work of the general practition- 
et is of utmost importance in making a thorough 
‘tudy of the case, assembling the reports of the 
various consultants and deciding with them in 


what order foci should be eradicated. Certainly 


syphilis should be controlled before nasal 
surgery is advised and all dental infection 


eliminated before a suspicious gallbladder re- 
moved. I can recall one patient in whom ex- 
tensive pelvic surgery was performed because 
of paia that later was found to be due to 
arthritis of the hip and relieved by tonsillecto- 
my; another patient was treated for years for 
gastric ulcer without results but made marked 
improvement when a latent empyema of both 
antra was discovered and treated. 


It must be constantly impressed on patients 
that there is no short cut in the practice of 
medicine. The laity want to attribute all of 
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their symptoms to a single cause. A _ patient, 
with arthritis for example, hearing of a case 
cured by the removal of bad teeth goes di- 
rectly to his dentist and he, finding diseased 
teeth, removes them. But if there are multiple 
foci naturally he is not relieved and the pa- 
tient becomes prejudiced against the removal of 
teeth for the cure of arthritis and against the 
entire system of the practice of medicine in 
general. How much better it would be for all 
concerned if the dentist, to continue the illustra- 
tion, after making his examination and finding 
pathology, would have recommended that the 
patient consult his family doctor before going 
ahead with his work. Possibly the family 
physician might have known of some reason 
why dental surgery, at that particular time, was 
contraindicated or after making a thorough 
physical examination he might find multiple 
foci and explain to his patient that in addition 
to the teeth he had diseased tonsils or a latent 
prostatitis which required attention as well as 
to have the teeth extracted in order to cure the 
arthritis. Then if after the teeth were re- 
moved the patient continued to have symptoms 
he would not be disappointed and would be 
willing to go ahead and have other necessary 
work done, 

4. Constitutional symptoms associated with 
local disease: Examples of this would be the 


constitutional symptoms produced by acute 


The 
patient is already under the care of a general 


otitis media, pyelitis, or acute tonsillitis. 


practitioner when local complications develop. 
Usually the general practitioner goes ahead and 
treats the local condition, calling in a specialist 
only if it does not respond favorably to simple 
treatment. However he should have a clear 
understanding of the pathology involved and 
just what he intends to accomplish by therapeu- 
tic measures instituted, otherwise dangerous 
symptoms might be masked by palliative medi- 
cation. A and generally recognized 
example of this would be giving morphine to 
relieve the pain of acute appendicitis, but just 
as untoward in its effect might be the prescrib- 
ing of too much antipyretic or local analgesic 
in a case of acute otitis media. Under this 
heading would also arise the problem of eval- 
uating various factors when there are multiple 
complications. Consider a case of pneumonia, 


notable 
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pyelitis and mastoiditis; the question comes up 
as to just how much the leukocytosis, hyper- 
pyrexia and prostration are due to the ears, how, 
much to the pneumonia and how much to the 
kidney. Naturally ro one can give a definite 
answer and such cases call for the closest pos- 
sible cooperation with daily or even twice daily 
conferences between the various specialists and 
each has to have a sympathetic appreciation of 
the difficulties of the other. 


5. Local symptoms and local disease but 
secondary to latent constitutional disease: This 
is the type of case that is indeed most obscure. 
The local 
to a 
attempts to clear it up by local treatment. 


patient has symptoms and goes 


specialist who finds pathology and 
whereas the underlying cause is some consti- 
tutional disorder. A frank illustration of this 
would be the patient with an atypical luetic 
lesion of the oral cavity which the otolaryn- 
gologist mistakes for a local infection alone 
and attempts cure by topical applications. How- 
ever all cases are not so easy. Consider the 
patient with headaches which he believes due 
to the sinuses and the rhinologist finds clinical 
evidence of a sinus infection but the predispos- 
factor is endocrine imbalance, in- 


ing 


some 
testinal stasis or diet discrepancies. 

There seems to have been a decided reversal 
of opinion in the last few years in regard to 
sinus pathology. I gained the impression from 
my early associates in ear, nose and _ throat 
work that chronic sinus infection was responsi- 
ble for the majority of subnormal constitution- 
that the 


opposite is being held true; that the patient 


al disorders. Of late it appears 
developed a chronic sinus infection because he 
was below par constitutionally in the first place 
and his poor natural resistance is still further 

Mithoffer, in his 
sinusitis 


lowered by local infection. 
talk on at the last 
meeting of the American Academy of Oto- 


the treatment of 


laryngology after a few brief introductory re- 


marks on the difficulties of sinus surgery, 
devoted practically the entire hour to the con- 
stitutional care of the patient, instructions as 
to diet, treatment of constipation, 
prescribing of thyroid extract and concluded 
with the statement : “We must think more of the 


nose as a reflex organ.” Of course 


exercise, 


sinus 
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patients should have a careful rhinologic exa- 
mination and all local abnormalities corrected 
if possible. However the rhinologist should be 
on the alert to detect pathology which he thinks 
might be secondary to constitutional disease, 
in which case he should refer the patient back 
to the internist or general practitioner with a 
recommendation that the local nasal pathology 
imbalance, 
(lietetic discrepancies or allergy, and suggest 
that he check or have the patient checked from 
that standpoint. 


might be the result of endocrine 


TREATMENT 

In the field of ophthalmology local treatment 
is sometimes just as important as constitution- 
al; for example, luetic iritis. In others, fundus 
lesions as a rule, local treatment is of no avail, 
only constitutional treatment or removal of 
foci of infection is indicated and the purpose 
of the specialist here is solely to make the 
diagnosis and examine the patient from time to 
time to note the progress of the lesion. 

I have often felt that there should be only 
ore doctor in charge of a patient, that too 
Yet 


often because of multiple complications it be- 


many men means divided responsibility. 


comes necessary to call in a number of special- 
ists. Here it is particularly important that the 
family physician maintain command of his case 
and see that the treatment of each part is car- 
ried out in harmony with the whole. 
with the greatest and confidence. in 


their family doctor do not expect him to know 


Patients 
respect 


all of medicine and may feel that a specialist 
should be consulted, yet hesitate to do so or 
suggest doing so for fear of offending him. 
This is a situation that calls for the utmost tact 
and the keenly observing general practitioner 
will sense it and suggest a consultation before 
the patient has a chance to do so. Often a 
specialist will have nothing further to suggest, 
yet a timely consultation may clear up a chronic 
condition (skin mfection) or prevent dangerous 
complications (tympanotomy before mastoiditis 
developes) or save a life (early cesarean sec- 
tion in an abnormal obstetrical case.) 

With the advent of the various specialties 
the general practitioners feared that their day 
that the entire field of medicine 
soon would be monopolized by specialists. I 


was over, 
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can remember my high school instructor advis- 
ing me to specialize. “The general practitioner 
is just an index file to the specialist,” he said. 
However in the short time I have been prac- 
tising I have come to realize that exactly the 
reverse is true—that the patient belongs prim- 
arily to the general practitioner. He lends 
them out, on probation as it were, to the spe- 
cialist requesting, and rightfully so, that they 
be returned to him. The specialist is concerned 
with doing everything in his power not only 
for the sake of the patient himself but in order 
to keep the good will of the man who referred 
him the case. Certainly he has no desire to do 
anything that could be included under the head 
of general practice hecause the moment he does 
he loses his identity as a specialist and can 
expect no more referred work. On the con- 
trary, it is to his advantage if he can find some- 
thing in his particular field that would be 
benefited by constitutional treatment and _ is 
only too glad to refer the patient back to his 
family doctor for such treatment, feeling con- 
fident that the family doctor, realizing his de- 
sire to cooperate, will not hesitate to call him 
in consultation in the future. 


SUMMARY 

In the final analysis is the personal influence 
of the family physician with his patients on 
which rests the entire foundation of our present 
system of the practice of medicine and our best 
insurance against any change in this system, is 
the justifying and strengthening of this per- 
sonal influence and confidence. This can be 
accomplished by the general practitioner doing 
everything in his power for the patients under 
his care and by the fullest possible cooperation 
of the specialist with him, both from an econo- 
mic as well as a medical standpoint, 

DISCUSSION 

Dr. E. L. Zander (New Orleans): I wish to 
apologize for discussing this paper as a general 
practitioner when most of my work at present is 
confined to obstetrics and gynecology. There are 
several points I would like to emphasize: First, 
the specialist should confine himself strictly to 
his specialty, if he still wants to have work re- 
ferred to him. I know, for instance, of some oto- 
laryngologists who, when called in for an influ- 
enzal pharyngitis, give general treatment, and the 
internist or general practitioner will be called only 
when the patient has developed pneumonia. This 
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type of case causes much of the ill-feeling and 
lack of cooperation between the general practi-- 
tioner and the specialist. 

Another evil to be. corrected before we may ex- 
pect to get close cooperation between specialists 
and general practitioners is the failure to find out 
who is the specialist or general practitioner who 
treated the patient, regardless of where the pa- 
tient goes originally, before all patients are re- 
ferred to personal friends. This criticism applies 
to small, as well as large communities, and results 
in cliques in smaller places and clinics in large 
cities. 

Another cause of lack of cooperation between 
the general practitioner and the specialist is the 
neglect of the fact that when a patient is referred 
from the general practitioner to the specialist, be- 
fore examining the patient, to get in touch with 
the one referring the case and obtain his view- 
point regarding what is desired in the case, and 
the working or tentative diagnosis. With this in- 
formation the specialist is able to make a better 
diagnosis. An example of this is a case I saw 
some time ago. A patient was complaining f 
pains in the head upon whom I previously had made 
a diagnosis of carcinoma of the pancreas, con- 
firmed by roentgen ray. He went to see an 
ophthalmologist, who, without getting in touch 
with me even after he had been told I had advised 
the patient to see his regular ophthalmologist, 
changed the patient’s glasses on the basis that it 
should help since he had a slight error of refrac- 
tion, when I really wanted a visual field. He had 
to go back again, resulting in useless expense to 
the patient. It finally turned out that the patient 
had metastasis of the carcinoma to the skull. 


Finally, I believe the specialist should either 
telephone or write his findings to the general 
practitioner, in order that the latter may encour- 
age closer cooperation between the patient and 
the various specialists whom it may be necessary 
for the patient to see, because fundamentally the 
family physician is the basis upon which the prac- 
tice of medicine is founded, and it is to him the 
family looks, next to God, for advice and consola- 
tion in times when life and death depend upon 
the words of advice uttered by the mouth of the 
family doctor, the friend, as well as the medical 
adviser of all humans. 

Dr. John T. Crebbin (Shreveport): I believe 
Dr. Gooch has emphasized the fact that the gen- 
eral practitioner, the one who refers the patient, 
is the one who is the general of the modus oper- 
andi. So often the patient has been referred to 
some particular specialist, who feels at liberty to 
refer him further to an otolaryngologist or a 
roentgenologist, whereas it is the one who origin- 
ally referred the patient who should do this. 
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There are many remote symptoms which appear 
which can be referred to infected tonsils and teeth. 
When we cooperate with the general practitioner, 
with the various other specialists who refer work, 
the patient will get the benefit of these various 
consultations. 





EPIDURAL ANESTHESIA IN GYNE- 
COLOGY AND OBSTETRICS* 
P. GRAFFAGNINO, M. D.7 
NEW ORLEANS 

Since the discovery of chloroform and its 
anesthetic qualities in the middle of the last 
century, a constant search has been made for 
safer and more efficient methods for the re- 
lief of pain during labor and in surgical opera- 
tons. As a rule the surgeon or obstetrician is 
the responsible individual in the application of 
any type of anesthesia, and since it cannot be 
questioned that all known methods today carry 
a certain amount of risk, the search still goes on 
for a method that is effective in nearly all 
cases, harmless, safe, foolproof, simple in ap- 
plication, inexpensive and available at all times. 

Recently, the epidural or peridural method of 
anesthesia for surgical, gynecologic. and ob- 
stetric work came to my attention and as it gave 
promise of being an advance over the other 
methods of this type, I decided to try the method 
i some of my gynecologic surgery and ob- 
stetric practice. 

THE METHOD 

The method involves no new principle of 
anesthesia as this was described by Corning in 
1884 when he demonstrated that a solution of 
cocaine injected in close proximity to a sensory 
nerve (in the epidural space) anesthetized not 
orly the area injected but the entire region sup- 
plied by the nerve with which the solution had 


come in 1900 


and Sicard in 1901 tried epidural injections of 


contact. Later, Cathelin about 


cocaine for therapeutics and surgery but used 
the sacral route and obtained blocking of the 
roots. Stoekel, a German ob- 


lower rerve 


*Read before the Louisiana State Medical So- 
ciety, Monroe, April 28, 1937, 

*+From the Department of Gynecology, Louisiana 
State University School of Medicine and the Gyne- 
cological Service, Louisiana State Charity Hospital. 
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stetrician, in 1909, employing the newer and 
less toxic drugs eucaine and procaine, gave a 
series of injections into the sacral canal during 
labor and published his results calling the 
method “sacral anesthesia.” 


Lawen of Leipsig, in 1910, gave the method 
careful investigative study and by injecting 
colored fluids into the sacral canal of cadavers 
demonstrated that the fluid never appeared in 
the spinal canal and proved that the epidural 
space was completely separated from the sacral 
canal by the dura. By this method he _per- 
formed all of the common operations on these 
parts and was the first to employ sacral anes- 
thesia for operative work. 

As Bier rediscovered and recast Corning’s 
subarachnoid anesthesia, Pagés, a Spanish phy- 
sician and surgeon, in 1920 rediscovered and re- 
cast Corning’s epidural anesthesia as well as 
utilized the work of Cathelin, Sicard, Stoekel, 
and others on sacral 
method being only an extension of the sacral 


Lawen anesthesia, his 
at a higher level. 

Pagés’ work remained unappreciated as this 
brilliant young Spanish surgeon died soon after 
publishing his first report on the method and it 
until 1930 that Dogliotti published 
what he considered original—his new method 
of block anesthesia called by him “segmental 
peridural spinal anesthesia” and described by 
him in the following language which, I believe, 


was not 


describes accurately what this method is intend- 
ed to do: 

“A method intended to produce as a result 
of a single injection which does not involve the 
subarachnoid space, a complete, sufficiently 
long and deep anesthesia in any part of the 
body to enable any surgical intervention to be 
carried out. By this method the advantages of 
local anesthesia with its freedom from risk are 
combined with those of subarachroid spinal 
anesthesia with its powerful and satisfactory 
Briefly described, it is a procedure 
which makes it possible to obtain in the upper 


action. 


parts of the body just as excellent results as 
may be had in the region of the sacro-coccygeal 
plexus after sacral extradural anesthesia has 
been performed.” 
ANATOMY 
The epidural space is described in all stand- 


ard textbooks of anatomy. It is the space be- 
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tween the dura and the wall of the spinal canal. 
The space is much wider on the posterior aspect 
than on the anterior. It begins at the foramen 
magnum and ends below at the terminal ex- 
tremity of the vertebral canal. It has no con- 
nection with the subarachnoid space. It is not 
a closed sac and contains considerable connective 
and fatty tissues as well as numerous blood ves- 
A loosely and lightly attached connective 
tissue from this region extends around the dura 
and surrounds in skin-like sheaths the roots of 
the spinal nerves up to the spaces between the 
vertebrae, where it continues uninterrupted into 


sels. 


the intervertebral foramina to join the connec- 
tive tissue adjacent to and external to the verte- 
brae. These intervertebral spaces vary in. dif- 


ferent individuals as well as in the different 


locations of the vertebral column. 
SUGGESTED ANATOMICAL FACTORS IN 
ANESTHESIA 
(By Dr. Beryl I. Burns, Department of Anatomy) 
The epidural space is a space of considerable 


EPIDURAL 


size and filled with a fatty areolar tissue con- 
aining a rich venous plexus. The dura mater 
the spinal cord presents only the inner layer 
outer fibrous 
laver of the qranial dura being absent. The 
latter is represented in the vertebral canal by 
the periosteum of the wall of the canal. 
the verous plexus of the epidural space may be 


of 
of the cranial dura mater, the 


Thus 


situation, with 
This 
layer of dura mater is, nevertheless, a dense 
fibrous membrane through which fluid would 
not be expected to pass readily. 


regarded as corresponding, in 


the cranial venous sinuses. meningeal 


Contiruity of Dura Mater with Epineurium: 
The dura mater is prolonged along the spinal 
nerve roots, for a distance which varies some- 
what in the different levels, to become continu- 
ous with the epineural sheaths of the spinal 
nerves. This sheath consists of a much more 
loosely arranged fibrous tissue than that of the 
dura and it is conceivable that infiltration of 
fluid through it would be free as compared with 
the denser dural sheath. 


Components of Spinal Nerves: Ranson has 
shown that the spinal nerves contain a large 
number of unmyelinated somatic fibers and that 
these unmyelinated fibers, together with fibers 
having very thin myelin sheaths, subserve the 
functions of pain and 


temperature. Since 
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these functions are first and most consistently 
affected by epidural anesthesia, it is suggested 
that the absence or thinness of a myelin sheath 
may be a factor in the apparent selectivity of 
the anesthetic administered epidurally. 


SUGGESTED NEUROLOGICAL FACTORS IN 
EPIDURAL ANESTHESIA 

(By Dr. Howard Beard, Department of Biochemistry) 
Nerve tissue is composed of a large amount 
of alcohol-ether soluble substances, and our 
chemical knowledge of these substances is due 
largely to the work of Thudichum in 1884. The 
phospholipins and related compounds are very 
complex and large in amount. 
the myelin sheaths, which are composed of gly- 


colipids, phospholipids and cholesterol, is large- 


The function of 


ly unknown. It is generally believed, however, 
to have two functions; (a) insulating, which 
serves to prevent the spread of impulses; and 
(b) nutritive. The latter is supposed to be the 
main function of the myelin sheath. 

Nerve tissue has a very keen respiration and 
oxidation metabolism, the greatest of any other 
structure of the body. This metabolism is de- 
pendent on oxygen, and large amounts of. car- 
bon dioxide are produced, the amount of which 
usually runs parallel to the activity of the tissue. 
It is probably this high rate of metabolism of 
the nerve tissue that makes it so sensitive to 
the action of many types of drugs of all kinds. 

The phenomenon of conduction of the nerve 
impulses appears to be closely related with the 
respiration of the tissue. Therefore it is pos- 
sible, but not yet proved, that the action of 
anesthetics upon the nerve tissue is to slow 
up greatly the rate of its metabolism for 
a certain length of time, with resulting block- 
irg of the sensory impulses along the nerves in 
question. 

PROCEDURE 

The patient is placed in the lateral decubitus 
position with the shoulders and hips vertical 
The back 
with an antiseptic solution and draped, as in 
The 


lumbar interspace is located by palpation, and 


to the operating table. is cleansed 


performing a _ spinal puncture. second 
at this site, an intracutaneous injection of a small 
quantity of novocain solution is made, Through 
this wheal a short beveled, 20 gauge spinal 
needle is introduced until its tip is well en- 


gaged in the interspinous ligament. The stylet 
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is withdrawn and a small glass indicator is con- 
nected to the spinal needle and filled with solu- 
tion. An assistant then arches the back of the 
patient by bringing the chin down onto the 
chest and flexing the thighs and legs. The 
needle is then slowly advanced through the in- 
traspinous ligament, and on puncturing the yel- 
low ligament a snap is felt and the tip of the 
needle is now in the epidural space. The fluid 
in the glass indicator will be seen to be sucked 
into the needle at this point due to the negative 
pressure present in the epidural space. The 
anesthetic solution may now be injected into 
this space. The first 10 c.c. of fluid is injected 
slowly and a period of five minutes is then al- 
lowed to elapse. At the end of this time the 
sensibility of the lower extremities is tested 
and if the patient has no anesthesia and can 
move the legs, one may be certain that the 
needle is not in the subarachnoid space and can 
proceed to inject the remainder of the solution. 
The anesthetic should be given slowly, a short 
time being allowed between each 20 c.c. to allow 
for diffusion of the solution. 

The point brought out by Odom should be 
emphasized: that “the back should not be 
arched until all has been prepared prior to the 
introduction of the needle into the epidural 
space. The flexion of the back causes an in- 
flow of blood into the peridural venous plexus 
which might dilate the veins and compensate 
in part for the increased negative pressure and 
at the same time increase the likelihood of ven- 
ous puncture.” 

We have been using the second lumbar inter- 
space as a routine to enter the epidural space. 
This interspace is advantageous in that the epi- 
dural space is larger in this region than higher 
up in the spinal canal (Odom, Houdard, Judet, 
Mathey) and the spinous processes of the verte- 
brae come off in a horizontal plane, whereas 
higher up they come off in a more vertical 
plane, making for difficulty in the injection of 
the anesthesia (Giordanengo). 

DRUGS 
DURATION OF ANESTHESIA 

Five hundred to one thousand milligrams of 
procaine crystals dissolved in 50 c.c. of sterile 
water or normal saline without ephedrine or ad- 
renalin is used. The amount of procaine used 
depends upon the type of operation to be per- 
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formed, the smaller doses being used for oper- 
ations of short duration, 


Onset of Anesthesia: The onset is variable. 
In some patients it is almost immediate, and 
in others delayed more than thirty minutes. 


The duration de- 
pends on the amount used and the tolerance of 
the individual to the drug used; usually from 
three-quarters of an hour to well over two 
hours. The method being only a regional block 
anesthesia, it will have its failures and successes 
in the same fashion as results from the use of 
sacral anesthesia, 15 to 20 per cent partial or 
complete failures. 


Duration of Anesthesia: 


Effects: After ten minutes there appears a 
region of anesthesia corresponding to the area 
where the puncture was made, which little by 
little rises and extends downward. It may reach 
upward as far as the neck or higher, and to the 
end of the extremities downward, 


EPIDURAL ANESTHESIA IN GYNECOLOGY 

In the combined gynecologic services at Char- 
ity Hospital, this method has been used in 127 
cases. On these 127 cases, 225 operations were 
performed. 


ANALYSIS OF CASES 
TABLE I 


Ages 15-20 20-30 30-40 40-50 50-60 60:70 
No. of 
cases 14 43 45 19 5 1 
Total number of cases 127 

TABLE II 

Race 

White ..66 Colored 61 

TABLE III 

Operations 
EE eee ee eee Seer ae . 6 
Dilatation and curettage. : 11 
Perineorrhaphy — : os _12 
Resection varicose veins in broad ligament 1 
Suspension of uterus —_.. oid . 13 
Appendectomy ees a . . 39 
Ectopic pregnancy —.. 5 
Salpingo-oophorectomy 4 
Cesarean section 11 
Supravaginal hysterectomy __. > 21 
Conization of cervix ESRI RRO ae 27 
I i clase nacido 4 
Exploratory laparotomy -_..... ; 4 
I oo crniciierinicicercniemntenstnoneniacione ~ 2 
Salpingectomy 12 
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Excision ovarian cyst 

Application of radium —~ 
Panhysterectomy cape 
Amputation of cervix - <ecienuiial 
Myomectomy ? 
Hernicplasty (incisional) 
Hemorrhoidectomy 
Presacral sympathectomy 
Anterior colporrhaphy 
Plastic on urethra -_.. 
Resection of ovary - eecieetie EHR 
Vaginal hysterectomy - Seika alee 
Separation of abdominal adhesions 

Repair third degree laceration of the perineum 
Total number of operations___.-_.......-.-.-._.--------- 


aon 


oe 


« 


ane = 


orn ts — 


tb 
bh 


A study of the above tables shows that prac- 
tically all of the major and minor gynecologic 
operations have beén performed under this 
form of anesthesia. 

RESULTS IN 174 CONSECUTIVE GYNECOLOGIC 

OPERATIONS UNDER EPIDURAL ANESTHESIA 


I siasittntccaetenessenpsitnstpenactendeshunniinatahains 144 
Partial or complete failures... 30 
PIU Sinndancidbevingtenoans ee 


17.2 per cent partial or complete failures 


As shown above, it was found that 30 cases 
had to have an additional anesthetic agent. The 
following combinations were recorded: 


Epidural and ether__...........10 
Epidural and ethylene jana 
Epidural and evipal_.-________. 3 
Epidural, spinal, ether... 1 


DISCUSSION 


Although this method has been used by us 
for nearly all of the major and minor operative 
procedures and although the method may be 
theoretically safer than spinal, we find that as 
a result of its variable anesthetic properties and 
somewhat technically difficult administration 
and the required length of time before com- 
plete manifestation of its analgesic properties, 
it does not compare with the simplicity of ad- 
ministration and almost 100 per cent complete 
anesthesia obtained by the subarachnoid method. 


The slowness of its onset, the 17.2 per cent 
partial or complete failures and the occasional 
toxicity make it undesirable for routine gyreco- 
logic operations. 


The method has a definite but selective place 
in gynecologic surgery. 


399 


EPIDURAL ANESTHESIA IN OBSTETRICS 
In the obstetric services of Charity Hospital 
this form of anesthesia has been used in 77 
cases. 
ANALYSIS OF CASES 
TABLE I 


Ages 11-20 20-30 30-40 
No. of cases 23 47 7 
ET: | Colored... 


The age group varied from our youngest pa- 
tient eleven years of age to forty years, the ma- 
jority of cases falling in the age group 20-30 
years. Ther were 46 colored patients and 31 
white patients to whom the anesthetic was given. 


TABLE II 
Types of Delivery 


Spontaneous fisteacceieeanees — 
Low forceps and episiotomy... . 24 
Mid-forceps RENE kere ee 

Cesarean sections... edktesees Me 
Versions and extractions 3 
NN a 
a ee 1 
Twins with Piper’s forceps... 1 
UI oi cece cata cees 1 
Scanzoni and episiotomy —— 3 


It can be seen from this table, that all the ma- 
jor obstetric procedures can be handled with 
ease and with the conscious cooperation of the 
patient. The only procedure which we would 
not advise performing under epidural anesthesia 
is version and extraction. This might prove 
difficult because the uterine contractions con- 
tinue unabated under the anesthesia and for 
version one needs relaxation in order to accom- 
plish it easily and without danger to mother or 


child. This point was also brought out by M. 
P. Rucker in 1930. 


TABLE III 


Positions and Presentations 


Go ty A. . 34 
0. BD A. . 5 
OG: Bm. F.... 6 
ee eer Bee 4 
jj & &.... 2 
o te 2. - ' a 
0. L. P. . 2 
Se 9) Seenees Sn of 
ne eee 31 


The positions and presentations of the de- 
liveries are included so that the reader may see 
the variety of cases dealt with, 
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TABLE IV 
Cesarean Sections 
Indications 
1. Central placenta previa (placenta cov- 
ered three-fourths of os). 
2. Contracted pelvis with roentgen ray 
evidence of fetopelvic disproportion. 
3. Generally contracted pelvis with roent- 
gen ray evidence of fetopelvic dis- 
proportion. 
4. Flat pelvis with roentgen ray evidence 
of fetopelvic disproportion. Maternal 
signs of exhaustion. 


ou 


Generally contracted pelvis (previous 

cesarean section done). 

6. Post-maturity, contracted pelvis with 
roentgen ray evidence of fetopelvic 
disproportion. 

7. Generally contracted pelvis with roent- 
gen ray evidence of fetopelvic dispro- 
portion. 

8. Flat pelvis, fetopelvic disproportion; 
rheumatic heart disease (sterilization 
and section). 

9. Generally contracted pelvis; 

section. 

10. Contracted pelvis; diabetes. 

11. Chart not available. 


previous 
cesarean 


The cesarean sections performed by our staff 
are shown, giving the indications for the sec- 
tions. 

TABLE V 
Amount of Anesthetic Used 


500 mg. novocain ) : —— 
2 ampoules pantocain) 

60 c.c. 1% procaine . ’ 13 
50 c.c. 1% procaine 2 
50 c.c. 1/10% pantocain 2 
50 c.c. 9/10% procaine) 3 


1% pantocaine) 
100 c.c. 1% procaine 


w 


ONSET OF ANESTHESIA 
The onset of the anesthesia was observed to 
vary considerably after the injection of the anes- 


thetic solution. In some cases the patients 
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were given almost immediate relief and in 
others, 20 to 30 minutes elapsed before the pa- 
tient was relieved of the pains of uterine con- 
tractions. 

The uterine contractions were not interfered 
with in any of the cases. They continued un- 
abated and often seemed increased in frequency 
and intensity. 
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TIME OF ADMINISTRATION OF ANESTHETIC 

In administering the anesthesia, an attempt 
is made to determine how soon the patient will 
deliver in order that the anesthesia will 
wear off before delivery has occurred. Know- 
ing that the anesthesia lasts from one and a half 
to two hours, an attempt should be made to 
judge the cases individually and according to 
the procedure anticipated in order to complete 
the delivery. 


not 


It was found that in primiparae, 
if the injection was given when the cervix was 
almost completely dilated and the head was at 
station 0 to plus 1, the patient had a painless 
second stage of labor and that after delivery, 
there was time to repair episiotomies or lacera- 
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tions, if they occurred, without any additiona! 
anesthesia. In multiparae, it was more diffi- 
cult to determine the time to administer the 
anesthesia. In these cases the optimal time was 
found to be when the patient was having strong, 
regular contractions and the cervix was 4 cm. 
or more dilated. In a few cases in which the 
time” of delivery was misjudged, it was neces- 
sary to supplement the epidural anesthesia with 
nitrous oxide in order to terminate the labor. 

At no time was there asphyxia in the newly 
born infants which could be attributed to the 
use of the epidural anesthesia. 

The third stage of labor is also benefited by 
this form of anesthesia in that the tonicity of 
the uterus is not interfered with and blood loss 
is lessened. 

TABLE VI 


Results 
a an a SE cn 
Partially successful —. 5 
NEUE seinen ae 3 


Three patients had a reaction to the anes- 
thetic which was administered. One case was 
a mild reaction for which adrenalin and caffeine 
were administered and the patient was prompt- 
ly relieved. The second case occurred during 
cesarean section when the patient passed into 
a state of Treatment for 
shock and artificial respiration were started and 
after the delivery of the infant the patient slow- 
ly rallied and made an uneventful recovery. 


The third case having a reaction was a primi- 


profound shock. 


para who apparently received some of the pro- 
caine solution into the subarachnoid space, as 
she lost consciousness and it was with difficulty 
that respiration and circulation were restored. 
The patient was brought back to consciousness 
and no deleterious effects were manifested when 
the birth of the child with low-forceps took 
place. 

The reactions which we had were attributed 
to two causes: Either there was some fault in 
the technic and the anesthesia was given into 
the subarachnoid space; or the patient had a 
sensitivity to the novocain solution used. The 
operator must be extremely careful in adminis- 
tering the anesthetic to make sure that the solu- 
tion is entering the epidural space and that he 
has not traversed this space and is depositing 
the solution into the subarachnoid space. 
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CONCLUSIONS 

1. The anesthetic can be. administered to all 
patients in the child-bearing age. 

2. All the major obstetric operative proce- 
dures can be performed under this form of 
anesthesia safely and with the conscious cooper- 
ation of the patient, except version. 


3. The uterine contractions are not inter- 
fered with after giving the anesthesia; there is 
no asphyxia in the newborn ascribable to the 
anesthetic; blood loss is lessened in the third 
stage due to the tonicity of the uterus. 


4. Although there are dangers in the ad- 
ministration of this form of anesthetic, it is 
believed that most of the unfavorable reactions 
which occurred were probably due either to 
faulty technic or sensitivity of the patient to 
the anesthetic solution, 


5. This form of anesthesia should be mas- 
tered by every experienced obstetrician and an- 
esthetist to widen the scope of his anesthetic 


field. 
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DISCUSSION 
Dr. H. Vernon Sims (New Orleans): Dr. Graf- 
fagnino has covered the subject of epidural anes- 
thesia so thoroughly, that there is really nothing 
I have to add. He has done a great deal of pion- 
eer work in this particular subject, and I only 
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want to endorse everything that he has said with- 
out making any contribution to the subject of 
epidural anesthesia. However, you will note on 
the program, the title of his paper is “Epidural 
and Sacral Anesthesia,’ and that, of course, will 
give me an opportunity to say a word or two about 
sacral anesthesia. 


I have done a great deal of work in sacral anal- 
gesia in gynecology, starting about ten years ago, 
in 1927 or 1928. When I reported my last series 
of cases I had 500 of them and that was in 1934 


when the Southern Medical Association met in 
San Antonio. Since then I have had over 100 or 
125 cases. 


Sacral is a form of epidural anesthesia in that 
the anesthetic is deposited in the sacral canal; 
it is not in the subarachnoid space but is around 
the dura. Sacral anesthesia I believe to be as 
safe as is infiltration with novocain in the skin 
and subcu:aneous tissue. I wish to call your at- 
tention to the fact that it must be distinguished 
from spinal as it is extra dural and carries with 
it none of the risks of spinal. 


Sacral anesthesia is secured by means of a 
single injection in the sacral canal. Its effect 
may be augmented by the addition of infiltration 
analgesia, if necessary. Operations under sacral 
analgesia may be done on the external genitalia, 
perineum, anus, prostate, rectum, ischiorectal fos- 
sa, vagina, cervix, bladder, and the urethra, and 
may be done painlessly with a single injection in- 
to the sacral canal. This single injection in the 
sacral canal properly done, with the correct 
strength of solution, will block off the second, 
third, fourth and fifth sacral nerves, and the 
single pair of coccygeal nerves. If you recall 
your anatomy, you will remember that the areas 
mentioned are supplied by the pudendal and coc- 
cygeal plexuses. Therefore, it is ideal according 
to the anatomic distribution of nerves. 


I have used sacral analgesia since 1927-1928. 
In no case has it been necessary to give the pat- 
ient inhalation anesthesia, and in only two in- 
stances was it necessary to supplement the sac- 
ral injection with procaine infiltration locally in 
the perineum. In four cases, howsver, there were 
reactions, which at first startled me considera- 
bly, fearing the patient was about to succumb. 
This was manifested by twitching and a very 
rapid increase in pulse rate. But fortunately, in 
all cases, before deciding what to do, the reaction 
subsided. These reactions may have been due 
to individual susceptibilty, or maybe in one or 
two instances, due to too rapid absorption through 
a vein. Of course, you understand the venous 
plexus in the sacral canal may be pierced and 
rapid absorption will result. 
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I have used this sacral anesthesia in: dilata- 
tion and curettage, conization of the cervix, appli- 
cation of radium, cauterization of the cervix, am- 
putation of the cervix, anterior colporrhaphy, ex- 
cision of fistula in ano, hemorrhoidectomy, vesi- 
co-vaginal fistula, laceration of the perineum, per- 
ineorrhaphy, excisions of fibroma of vagina, pos- 
terior colpotomy, plastic repair of the urethra, ex- 
cision of vulvo-vaginal glands, cauterization of 
chancroids. 

As to the technic of sacral anesthesia this is 
an ordinary picture of the sacrum, showing the 
sacral hiatus, which is the place you must find. 
The sacral hiatus is located by passing the left 
forefinger along the middle of the sacrum until 
it reaches a depression between the juncture of 
the coccyx with the sacrum. The two sacral 
cornua and the fourth sacral spine are the three 
landmarks. You feel for the prominence there 
and get the opening, a very large opening; you 
can study it by glancing at the skeleton. 


(Slide) This shows the vertebral column with 
the back of the sacrum removed. It shows how 
nicely this is arranged for this type of anesthetic. 
Notice the subarachnoid space here. Never have 
the needle more than two inches in the sacral 
canal. 


(Slide) This diagram is self-explanatory. The 
patient should be properly prepared the night 
before with one of the barbiturate acid derivates, 
and then give morphine on call. I use a 20 gauge 
spinal needle, nickeloid, which will not break. 
After the subcutaneous tissue is thoroughly anes- 
thetized with procaine solution, introduce the nee- 
dle to the anterior wall of the sacral canal, with- 
draw it slightly and with the hub of the needle 
depressed into the gluteal cleft, it easily slides 
up into the sacral canal a distance of two inches. 


The amount of solution introduced is impor- 
tant. Of course, before making injections it is 
necessary to be sure you are not in the subara- 
chnoid space or in a blood vessel. I use from 
60 to 100 c.c. of 1% procaine solution. Different 
amounts are used in various cases. I usually use 
about 80 c.c. of one per cent procaine solution. 
It is well to introduce the solution slowly and 
while doing so, move the needle from one side to 
the other in the sacral canal. It is essential that 
sufficient time be allowed for the injection to 
take effect before starting the operative proce- 
dure. As a rule about 15 minutes is sufficient. 
Success depends upon one’s technic, however. 
One must learn when the needle is in the sacral 
canal and enough fluid must be injected to fill 
the canal. It is well to study the bony skeleton 
so as to be able to judge the size of the sacral 
opening, the direction of the sacral canal, and the 
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character of the bony landmarks. It is also well 
to practice palpating the sacral hiatus on a num- 
ber of patients before attempting this procedure. 
The mistake is often made of introducing the 
needle above the hiatus when it just slides along 
the sacrum in the soft tissues and does not enter 
the sacral canal. If the hiatus is palpated care- 
fully and the needle is introduced just below and 
then depressed upward, it is hard to miss the sac- 
ral canal, If in some instances there are areas 
in the operative field which appear sensitive to 
pain, it is rather a simple matter to infiltrate 
the area with procaine solution. 

Sacral analgesia is simple and safe. It should 
be more extensively used in gynecology. 

Dr. Ansel Caine (New Orleans): I wish to ask 
Dr. Graffagnino a question. He said two am- 
poules of pantocain. How many milligrams in 
each ampoule? It comes in various sizes. 

Dr. F. J, Chalaron (New Orleans): It seems 
strange to have a urologist discuss a paper on 
gynecology but I am interested in sacral anal- 
gesia. Some years ago, I wrote a paper on sac- 
ral analgesia and discussed the originators of 
this method, which originally was used not for 
the relief of pain but for the control of certain 
other conditions. 

There were certain points Dr. Sims brought up 
in favor of sacral analgesia and certain contra- 
indications. One is that in the arthritic patient 
where the canal is so small there is difficulty in 
cvercoming anatomic deformity. The second is 
the amount of analgesia. yoldstein and others 
used sacral analgesia as a routine procedure in 
performing cystoscopies. 

As to the quantity of anesthetic, my experience 
has been such that I prefer less of a stronger 
solution than a large quantity of minor strength, 
my objection being that with a large quantity, 
you get much higher analgesia and some times 
most disagreeable reactions. 

Dr. Peter Graffagnino (New Orleans): There 
are two points in this form of anesthesia that 
have attracted the attention of all who have come 
to use it. The first is: Why is it that novocain 
sclution introduced into the epidural space gives 
anesthesia that involves the sensory nerve roots 
and not the motor, whereas, the solution intro- 
duced into the spinal canal (subarachnoid space) 
ceuses complete sensory as well as motor paraly- 
sis, the degree depending on the amount of anes- 
thetic solution given? Why 
is it that in obstetrical anesthesia the patient gets 
complete relief pain, that is, ab- 
dominal reactions and all other reactions that are 
of sensory nerve origin, when given in the epidu- 
ral space about the level of the second lumbar 
space? In order to arrive at a clear understand- 
ing of these points, I asked Dr. Burns, Head of 


The other point is: 


of all sensory 
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the Department of Anatomy, and the explanation 
given by him is incorporated in the body of the 
paper. 

While sacral anesthesia in obstetrics has proved 
fairly successful, we were unable to account for 
the large percentage of partial or complete fail- 
ures until McClelland in 1932 proved by animal 
experimental work that all of the sensory nerve 
impulses of the lower abdomen and uterus are 
carried through the eleventh and twelfth dorsal 
roots. The introduction of the anesthetic solu- 
tion in the sacral canal would diffuse upward in 
the majority of cases and block these afferent 
nerve impulses; where the introduction of the 
solution into the second lumbar region invariably 
reaches all of these nerve roots as the solution 
diffuses upward and downward, thereby giving 
complete analgesia. 

In answer to Dr. Caine, pantocain comes in 2 
c.c, ampoules, containing 0.1 of 1 per cent solu- 
tion. 





PELLAGRA SECONDARY TO LESIONS 
OF THE GASTROINTESTINAL 
TRACT* 

W. M. SCOTT, M. D. 


SHREVEPORT, LA. 


Pellagra secondary to lesions of the gastro- 
intestinal tract has been reported frequently 
in the northern United States, while we who 
live in the endemic area seldom mention this 
as a cause of so common a malady seen in this 
section, especially by those who practice in 
rural communities or those who have services 
in charity hospitals, 

Pellagra has been classified as: (1) Simple 
pellagra, due to a deficient dietary intake, and 
included in this group is the alcoholic pellagra, 
in which prolonged consumption of alcohol has 
interfered with the normal diet; (2) secondary 
pellagra, due to lesions of the gastrointestinal 
tract, which prevent absorption of the neces- 
sary elements. 

ETIOLOGY 

Turner! in 1929, reported 16 cases of pella- 
gra associated with organic lesions of the gas- 
tro‘ntestinal tract, and was one of the first to 
emphasize the importarce of these lesions as 


*Read before the Louisiana State Medical So- 
ciety, Monroe, April 27, 1937. 
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a causative factor. Eusterman and O’Leary? 
reported 13 patients with secondary pellagra un- 
der their observation, several of whom were on 
an adequate diet as to calories and vitamins, and 
showed they had some obstructive or irritating 
lesion as a causative factor. It must be un- 
derstood that a person on a normal diet may, 
either from destruction or failure of absorp- 
tion of vitamins during digestion and passage 
through the alimentary tract, develop a defici- 
ency, and pellagra results. 


Pellagra is considered as a disease found 
only in the lower classes, but it is not an un- 
found in those who from 
some lesion of the digestive organs, as peptic 


common condition 


ulcer, gastric malignancy or cholecystitis, re- 
strict their diet over long periods of time for 
relief of their dyspepsia, and avitaminosis with 
pellagra results. 

Pellagrins in this section are usually of the 
Negro race. Their mental and financial status 
is very low, and they do not consult a phy- 
sician for the typical dermatitis but wait until 
is sore or an intractable diarrhea 
develops, and then due to their financial con- 


the mouth 
dition no complete study is possible, They are 
advised as to diet, given brewers’ yeast, and 
dismissed. The mild case recovers spontane- 
ously and the patient with severe, especially 
the secondary type, grows worse and dies or 
enters a charity hospital for treatment, some- 
times too late, as the mortality rate is excep- 
tionally high in this type of patient when any 
form of surgery is attempted. 


Until recently Goldberger’s work on the P-P 
factor in the production of pellagra has been 
But vitamin B, or G has been 
proved to consist of at least two factors, lacto- 
flavin and B,. 


accepted. 


Lactoflavin has been shown by 
Dann* to be of no value in the treatment of 
pellagra in man, and the chemical nature of B, 
is not certain. Spies* and his colleagues re- 
cently reported results on 50 cases of severe 
pellagra with a high caloric, high protein diet 
with a large amount of brewers’ yeast. Their 
results were excellent, but the possibility of a 
relapse in a short time is very likely in a large 
proportion of this class of 


these cases, as 


people are unable financially to secure the 


proper food, or will not do it, And it has 
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been my experience that they very soon relapse. 
The interesting thing is that other members 
of the family on the same diet seldom develop 
the disease. 


I think the work of Sydenstricker® and his 
colleagues, imitating the work of Castle and his 
associates On pernicious anemia, is outstanding 
and may clarify the unknown dietary factor. 
They tested six cases of known pellagra with 
normal gastric juice as a source of a hypotheti- 
cal intrinsic factor and their conclusions were 
that, on the quantity of this intrinsic factor 
present depends the amount of absorption of 
They 


retain 


the extrinsic factor or vitamin B, or G. 
also contend that individuals may 
enough of the intrinsic factor to recover on 
diets grossly deficient in vitamin B,. 

I had on my service one patient not reported 
in this group who was admitted for pellagra 
and diarrhea consisting of 10 or 15 stools daily. 
He gave a history of having had pellagrous 
lesions on his hands and attacks of diarrhea 
each spring for a number of years and always 
recovered without medical treatment or advice. 
He was emaciated, the mouth was raw and 
beefy, the blood picture showed a secondary 
anemia with low color index and free hydro- 
chloric acid present in gastric contents. The 
stools were negative for ameba. He was placed 
on anti-pellagra diet and given yeast in large 
quantities with dilute hydrochloric acid, and 
there was very little improvement in symp- 
toms, especially the diarrhea. After three 
weeks of this regime he was given 150 c.c. of 
normal gastric juice through a duodenal tube 
each morning, and by the third day his diar- 
rhea was two or three times daily. His gen- 
eral condition grew worse and he died 42 days 
after admission, At autopsy it was shown that 
he had a carcinoma of the pancreas with met- 
There was something in the gastric 
juice besides hydrochloric acid that instantly 


astasis. 


relieved this patient’s diarrhea. 


TREATMENT 

Liver extract parenterally has been used in 
the treatment of pellagra for its vitamin B, 
content and its effect on the hematopoietic 
system. Miller and Rhoades® report the effect 
ot liver extract on the small intestine in a case 


of sprue without anemia and showed there 











Scott—Pellagra and Gastrointestinal Lesions 


was a return to a normal form and function 
by roentgenologic studies, as well as relief 
Castle and his 
pointed out the close relationship of sprue, per- 
nicious anemia and pellagra, especially as re- 
gards the blood, the gastrointestinal system 
The fact that liver 
extract benefits all of these conditions shows 


of symptoms. associates™ 


and the nervous system. 


their similarity and that lack of an intrinsic 
factor or failure of absorption of it is an etiol- 
ogic factor. The so-called secondary pellagra 
from alcoholism is simple pellagra due to low- 
ered food and vitamin intake, and Strauss* has 
shown that this type improves on a high pro- 
tein and vitamin B diet continuing on their 
usual intake of alcohol, 


PERSONAL EXPERIENCES 
There are fourteen cases reported here: 


seven with typical lesions in the rectum of 


lymphogranuloma inguinale, five of which 
showed strongly positive Frei test, and in the 
remaining two the pathology was pathogno- 
monic of this disease; two with carcinoma of 
the stomach; two with definite evidence of 
malignancy with metastasis; and one each of 
the following—stricture of esophagus, rectal 
polyp, and 
The pathology of lymphogranuloma inguinale 
in the female with its rectal and perirectal in- 


volvement so undermines the patient’s health 


recto-vaginal fistula, amebiasis. 


and nutrition that a profound cachexia de- 
velops and pellagra results. Even with inten- 
sive pellagra therapy they progressively grow 
worse and the only hope of cure would be to 
early direct 
treatment toward the lymphogranuloma ingui- 


recognize the condition and to 
nale infection and prevent the extensive in- 
volvement of the rectum that usually follows. 
The various lesions of the gastrointestinal tract 
that have been reported as causative factors in 
the production of pellagra are so varied and 
so numerous that they will not be detailed 
here. But any lesion that will not allow the 
proper absorption of the necessary elements 
and vitamins will eventually cause a deficiency 
ard pellagra. 

During 1935 and 1936 there were admitted 
to the Shreveport Charity Hospital 87 pella- 
grins with 27 deaths, or a mortality of 31 per 
cent, which is very high, But this hospital 
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does not have an out-patient department and 
admits only those of a severe degree, which 
is the explanation of this high mortality rate. 
There were 19 autopsies done by Dr. W. R. 
Mathews, pathologist at the Hospital, and the 
high percentage of lesions of the gastrointes- 
tinal tract causing pellagra that were found is 
the reason for this report. 


Some of these cases have not had a complete 
laboratory examination but in those cases 
autopsies were done and a definite diagnosis 
was made. The pellagra diet used here is a 
high protein, high vitamin diet of about 3,000 
calories with yeast. These patients are placed 
on this diet as soon as admitted, but if they 
are unable to take this diet they are given a 
softer one with as much protein as possible. 

CASE REPORTS 

Case 1. E. J., aged 49, colored male, was 
brought to the hospital on January 1, 1936 by of- 
ficers of the Parish jail, where he had been placed 
due to dementia. No history could be obtained be- 
cause of his mental condition but the officers said 
that he vomited all food given him. Examination 
showed a very weak, emaciated and dehydrated 
Negro male talking incoherently. The skin was 
dry, hypertrophic-dermatitis over hands, forearms, 
feet and legs, with considerable wasting of muscu- 
lature. The tongue was red, ulcerated, and the 
mucous membrane in foul condition. The exami- 
nation otherwise was negative. Laboratory: Kahn, 
negative; urine negative; red blood cells 2,450,000; 
hemoglobin 40 per cent; white blood cells 7,000; 
gastric analysis, no HCl, 155 e.c. residue. As will 
be shown later this was taken from esophagus. 
Treatment: Glucose was given intravenously; 
also a pellagra diet, liver extract and dilute hy- 
drochloric acid. There was no improvement and 
the patient died on February 17, 1936, twenty-two 
days after admission. 

Autopsy: In the right pleural cavity there is a 
large thick-walled compressible sac, which is be- 
hind the pleura, the size of an adult’s stomach, 
and the posterior and medial portions of the right 

This is 
The wall 
of the esophagus is greatly thickened, nodular and 


lower lobe of the lung is lifted by it. 
found to be due to a dilated esophagus. 
trabeculated. The esophagus in neck is highly 
dilated to the level of the larynx, where it under- 
goes sharp constriction to about 1% cm. 
The 


Pseudo-diphtheritic colitis present. 


in di- 


ameter. stomach is small and empty. 


Comment: As was shown by the autopsy this 
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man was unable to get enough food through the 
esophagus to maintain life. 


Case 2. J. L., aged 52, colored male, entered 
the hospital on September 6, 1935, for stomach 
trouble and pellagra. Examination at that time 
showed pellagrous lesions on hands and feet, 
secondary anemia, and roentgen ray examination 
of gastrointestinal tract was reported as “duode- 
nitis.” He was put on anti-pellagra diet, yeast and 
iron, and discharged. He improved remarkably 
until about two weeks previous to his last admis- 
sion on January 20, 1936. He stated he began 
vomiting his meals and had pain in epigastrium 
at this time. Examination: The patient was a 
fairly well developed, poorly nourished and dehy- 
drated Negro male, with typical pellagra lesions 
on hands, with atrophic tongue. There was a pal- 
pable mass in the epigastrium with generalized 
tenderness over the entire abdomen. The exami- 
nation otherwise was negative. Laboratory: Red 
blood cells 1,810,000; hemoglobin 46 per cent; no 
gastric analysis made. Treatment: He was given 
glucose intravenously and liver extract parenterally. 
He vomited all food by mouth and it was im- 
possible to get a roentgen ray. The patient con- 
tinued to grow worse and died on January 30, 
1936, ten days after admission. 

Autopsy: An annular, ulcerated carcinoma of 
the pyloric end of the stomach was found. The 
process appears to stop shortly at the pyloric 
ring. The regional lymph nodes are _ involved. 
Microscopic examination of tumor was adenocar- 
cinoma, grade III. 


Comment: This man responded to previous pel- 
lagra therapy in spite of the carcinoma present. 
Case 3. J. T., aged 51, colored male, had always 
been in good health until six weeks previous when 
he developed a diarrhea of five or six times daily. 
No tenesmus or blood. Two weeks later the mouth 
became sore and he began vomiting his meals, and 
then consulted a physician. A diagnosis of pel- 
lagra was made due to lesions on hand, and he was 
put on a diet of meat, eggs, milk and vegetables, 
yeast one tablespoonful three times daily. There 
was no improvement and he entered the hospital 
on May 8, 1935. Examination: Typical pellagra 
lesions on hands and forearms; tongue red and ul- 
cerated. There was generalized tenderness to 
pressure over abdomen, especially in epigastrium; 
some ascites, no Organs palpable, no masses felt. 
Laboratory: Red blood cells 4,000,000; hemoglobin 
80 per cent; white blood cells 7,250. 
sis: 


yastric analy- 
Large amounts of blood from aspirated con- 
tents, and free HCl was 5-10-23-6-5 after histamine. 
Treatment: The patient was given a high caloric 
soft diet; brewers’ yeast, liver extract parenterally. 
He did not improve, and died on May 17, 1936, nine 
days after admission. 
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Autopsy: Mucoid carcinoma of stomach with 
pyloric obstruction. ‘Microscopic examination of 
tumor was adenocarcinoma of stomach. 

Case 4. D. B., aged 47, a colored female, entered 
the hospital November 5, 1936 with diarrhea five 
or six times daily, with bloody mucus. There 
were pigmented areas on hands and butterfly dis- 
tribution on nose. Present illness began June 19, 
1936. Her diet consisted of milk, meat and vege- 
tables, no indigestion or vomiting. She had pel- 
lagra in 1920, was advised as to diet and recov- 
ered. No signs of recurrence until present illness. 
The patient was in hospital in April, 1936, for hys- 
terectomy for carcinoma of uterus. Examination: 
The patient was a poorly nourished female with 
typical pellagra lesions on hands and face, with 
generalized edema, dry red tongue. The chest was 
negative. Abdomen: Midline scar; no masses nor 
organs felt; fluid wave present. Laboratory: 
Kahn, negative. Urine, negative. Red blood cells 
4,375,000; hemoglobin 90 per cent (after transfu- 
sion); NPN, 28; serum protein, 5.2; albumin, 1.4; 
globulin, 3.8. Gastric analysis, no HCl present. 
Treatment: She was given a blood transfusion, 
pellagra diet, liver extract parenterally, and brew- 
ers’ yeast. The patient died on December 29, 1936, 
fifty-four days after admission. Autopsy refused. 
This patient was given a blood trans- 
fusion due to edema and low serum protein with 
the reversal of the albumin-globulin ratio. For 
some time after the diet was instituted she im- 
proved but gradually grew weaker and died, most 
probably from metastasis of carcinoma of the 
uterus removed six months previously. 

Case 5. C. C., aged 51, a white female, entered 
the hospital on February 27, 1936, with a com- 
plaint of stomach trouble and diarrhea. She had 
been operated on ten years previously at another 
hospital for stomach trouble; was told that part 
of stomach was removed, and since that time had 
not been able to eat heavy food. Diet consisted 
mostly of liquid. During the last few months had 
grown quite weak and developed a watery diarrhea, 
sore mouth and tongue. Examination revealed a 
poorly nourished white woman with pellagrous 
lesions on forearms and hands, tongue red and 
ulcerated. Examination of abdomen showed en- 
larged tortuous veins, liver and spleen not pal- 
pable, no fluid. A small, hard mass above and 
left of umbilicus was felt, not tender. Examina- 
tion otherwise negative. Laboratory: Red blood 
cells 4,340,000; hemoglobin 90 per cent (after liver 
extract and iron). Treatment: She was given 
forced feedings with a tube: liver extract, dilute 
hydrochloric acid and pellagra diet, and was dis- 
charged on April 15, 1936, forty-seven days after 
admission, as markedly improved. 


Comment: 


Comment: 


Roentgen ray examination not only re- 
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ported a gastroenterostomy but a palpable tumor 
in epigastrium with a long history of gastric dis- 
turbance which is very suggestive of a malignancy. 
Refused exploratory laporatomy. Pellagra symp- 
toms abated promptly on forced feeding. 


Case 6. A colored male, aged 35, began having 
diarrhea about five months previously, which had 
increased to 10 or 15 movements daily with blood 
and mucus present, associated with severe tenes- 
mus. He had become very weak and had lost 
considerable weight. He developed a sore mouth 
and dark pigmented lesions on dorsum of both 
bands about three weeks previous. The history 
does not state if there had been any treatment in- 
stituted before entering the hospital. Examina- 
tion revealed an emaciated, acutely ill man, with 
skin which showed pellagra dermatitis on both 
hands and forearm. Abdomen very tender to 
pressure and rigid; no organs palpable. 
tion otherwise negative. 
after admission. 


Examina- 
The patient died shortly 
No laboratory data secured. 

Autopsy: Amebic ulceration of the entire colon 
with a perforated ulcer of the lower ileum. 

Comment: This patient died from the perfora- 
tion of an amebic ulcer but three weeks previous 
developed the cutaneous lesions of pellagra which 
were due to the continuous diarrhea. 


Case 7. W. M, T., a colored female, aged 24, 
began to have diarrhea with bloody stools in 1928. 
She was treated with diet and yeast, and improved 
rapidly. In 1930, she was delivered of a large 
child and diarrhea returned, began having bowel 
movements through vagina with incontinence. The 
patient entered the hospital June 6, 1935. Exami- 
nation at that time showed an anemic, emaciated 
Negro woman, markedly demented; typical pig- 
mentation on hands and legs; tongue atrophic. 
Examination otherwise negative except there was 
a recto-vaginal fistula. Laboratory: Red _ blood 
cells 3,000,000; hemoglobin 50 per cent; no gastric 
analysis made due to mental condition. 
A pellagra diet, brewers’ yeast and 
extract parenterally were started. The pa- 
tient grew progressively worse and died on June 
28, 1935, twenty-two days after admissicn. 


was 
Treatment: 
liver 


Autopsy: The skin around the anus is thick, 
ncdular and inelastic. The lining of the anal canal 
is ulcerated, with the musculature of the sphinc- 
ters being involved and exposed. The lining of 
the rectum is missing with a grayish, red, raw 
surface presenting. The wall is thick and edema- 
tous, particularly in the lower part of the rectum. 

Comment: A diarrhea of five years’ duration 
from an irritative recto-vaginal fistula in a person 
who has had pellagra previously is the primary 
factor in the cause of death in this case. 


Cese 8. B. K., a colored male, aged 65, entered 
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the hospital November 9, 1936, with a complaint 
of diarrhea 10 or 12 times daily. This condition 
began “years ago” with bloody stools and tenes- 
mus. Food did not affect bowels. No indigestion 
or vomiting. Examination: The patient was a 
poorly nourished Negro male with typical pel- 
lagrous lesions on extremities and face. General 
examination negative. Roentgen ray of gastro- 
intestinal tract reported as negative. Stool ex- 
amination negative for ameba. Kahn, negative. 
Red blood cells 3,000,000; hemoglobin 60 per cent. 
Proctoscopic examination showed a medium sized 
polyp in lower rectum. Gastric analysis, no free 
HCl. Treatment: The polyp was removed and 
diarrhea immediately stopped. The patient was 
on normal hospital diet and discharged as markedly 
improved forty-four days after admission. 


Comment: The polyp in lower rectum was evi- 
dently the cause of this man’s diarrhea. Removal 
of polyp relieved symptoms and the patient im- 
proved immediately. 


Case 9. E. H., colored female, aged 42, first 
came to the hospital in February, 1935, with fis- 
tulo in ano, stricture of rectum and pellagra of 
six years’ duration. The fistula was excised and 
packed, stricture dilated, and patient put on pel- 
lagra diet. She had been treated for pellagra 
“off and on’ for past six years. The diet had not 
been followed all of the time, but she ate eggs and 
milk most of the time. Took purgatives regularly 
to get bowel movement. She was admitted for 
the second time in August, 1936, for headaches, 
hallucinations, and pellagrous lesions on ‘hands 
and forearms. Examination revealed an emaciated 
Negro woman, complaining of pain in rectum. Ex- 


amination negative except for lesions on hands, 
perirectal abscess, and stricture of rectum. Treat- 
ment: On August 22, 1936 the abscess was 


incised and stricture dilated. She died on August 
24, 1936, two days later. 


Autopsy: The lower rectal wall is markedly 
thickened. The upper rectal wall and lower sig- 
moid also ‘show considerable thickening. The 
perirectal area shows marked fibrosis and edema. 
There is a longitudinal rupture of the lower rec- 


tum, which measures 7 cm. in length, which is 
due to the breaking up of the stricture. About 10 
inches of the bowels show ulceration. There is 


an acute peritonitis from contamination of the 
perforation. 

Comment: The immediate cause of death was 
peritonitis, due to rupture of the lower bowel while 
dilating stricture, but the amount of ulceration 
and proctitis present is evidence enough of lym- 
phogranuloma inguinale being present. 

Case 10. C. T., aged 27, colored female, entered 
the hospital with complaint of loss of appetite, 
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nausea, weakness and diarrhea. Three weeks be- 
fore she had noticed dark pigmented lesions on 


both hands; one week later, mouth became very 
sore. She denied any venereal lesion. 
Examination: The patient was a poorly nour- 


ished, emaciated, acutely ill Negro woman with 
a red and ulcerated tongue. Examination other- 
wise was negative. Laboratory: Secondary ane- 
mia. Gastric analysis, no free HCl. Frei test, 
strongly positive. Treatment: A _ pellagra diet 
and brewers’ yeast were started but she showed 
no improvement and died fourteen days after 
admission. 


Autopsy: The cause of death was reported 
as pellagra with ulcerative proctitis due to virus 
of lymphogranuloma inguinale. 

Case 11. M. R. a colored female, aged 32, was 
first admitted on May 19, 1934, with a complaint 
of abdominal distress of three weeks’ duration 
and stricture of rectum, She had been in the 
hospital several times previous for dilation of 
stricture, each time giving relief of symptoms. 
On the second admission she complained of loss 
of appetite and weight of three weeks’ duration, 
dementia one month’s duration. Examination: 
The tongue was red and injected. Genitals: pur- 
ulent vaginal discharge, with a stricture of the 
rectum that would not admit index finger. Lab- 
oratory: Red blood cells 2,270,000; hemoglobin 
46 per cent; Frei test was strongly positive. 
Treatment: She was given a pellagra diet with 
brewers’ yeast. The stricture was dilated; she 
showed little improvement and died on February 
28, 1935. 


Autopsy: Pellagra, ulcerative proctitis from 
virus of lymphogranuloma inguinale. 


Comment: 
it was 


Due to patient’s mental condition 
impossible to give regular feedings and 
she showed no signs of improvement, dying four- 
teen days after admission. 

Case 12. E, A., a colored female, aged 27, en- 
tered the hospital July 18, 1936, for pellagra and 
diarrhea. She had had pellagra with loose stools 
for over a year, frequently had incontinence and 


had lost 30 pounds in the last year. Examina- 
tion: Essentially negative except a rectal stric- 
ture and perirectal abscesses. Laboratory: Red 


blood cells 3,000,000; hemoglobin 50 per cent; Frei 
test positive. Treatment: A pellagra diet, brewers’ 
yeast, and liver extract parenterally were given. 
She died on July 28, 1936, ten days after admission. 

Autopsy: There is a marked perirectal edema 
and rectal wall throughout tremendously thicken- 
ed, measuring up to a centimeter in thickness. 
Its lining is a grayish red color, pitted, nodular, 
and trabeculated. The anal canal shows the same 
pathology. 
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Case 13. F. T., a colored female, aged 26, was 
discharged from the hospital January 1, 1935 with 
a diagnosis of lymphogranuloma inguinale and re- 
turned February 14, 1935 in delirium. Examina- 
tion revealed an emaciated Negro woman running 
a septic temperature with typical pellagra lesions 
on hands, complaining of diarrhea eight or ten 
times daily. Examination was essentially nega- 
tive except a muco-purulent discharge from vagi- 
na and rectum. Treatment consisted of pellagra 
diet, liver extract parenterally. She showed no im- 
provement; died two days later. 

Autopsy: Pellagra, ulcerative proctitis, vagini- 
tis and vulvitis from virus of lymphogranuloma 
inguinale. 

Case 14. F. H. a colored female, aged 42, en- 
tered the hospital complaining of diarrhea, vomit- 
ing and pain in rectum. She had been vomiting 
off and on for about one year, unable to eat heavy 
food. Unable to get a bowel movement unless 
the contents were soft and then had to take 
enemas and purgatives. About a week before she 
began ‘having diarrhea three to seven times daily, 
and noticed lesions on hands. Examination: The 
patient was undernourished with a marked cysto- 
cele, lacerated cervix, stricture of the rectum, un- 
able to pass index finger, otherwise negative. 

Laboratory: Kahn, negative, Frei test strongly 
positive. Secondary anemia. No gastric analysis 
made. Treatment: The stricture was dilated and 
the patient put on pellagra diet. She showed 
marked improvement. 

Comment: This patient, due to stricture of 
rectum, was not on a balanced diet and had to 
resort to daily purgatives to get bowel movements, 
which prevented absorption of food and pellagra 


resulted. 
CONCLUSION 

Pellagra secondary to lesions of the gastro- 
intestinal tract occurs more frequently than is 
suspected and those who do not respond to a 
proper diet in a short time or those who 
give a history of having been on normal diet 
and develop sigrs and symptoms of pellagra, 
should be of the 


gastrointestinal tract as a causative factor. 


examined for some lesion 
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The effects of 
of patients with 


DISCUSSION 

Dr. D. N. Silverman (New Orleans): We ap- 
preciate Dr. Scott’s bringing to our attention again 
the relationship of gastrointestinal lesions to the 
development of pellagra. There is doubt in his 
mind and in our minds, since we do not know the 
etiology of pellagra, just what bearing these dif- 
ferent organic lesions of the gastrointestinal tract 
bear to the development of pellagra. It has not 
been definitely proved that pellagra is not an in- 
fection, as shown by Harris several years ago in 
his transmission of the disease to the monkey. 

I think in the case of the polyp of the rectum, 
I will have to disagree with Dr. Scott. I believe 
he brought that old Negro into town and gave him 
something to eat he had not had before, and that 
in his 54 days of residence in Charity Hospital, 
where I am sure the food is good, he got well. 

We are always inclined to think of pellagra as 
one of the deficiency disorders closely allied to 
sprue and pernicious anemia. Guthrie, at Tulane, 
several years ago brought out the fact that many 
pellagrins, like we find in pernicious anemia, very 
often have an absence of hydrochloric acid in the 
stomach and, not infrequently, a deficiency of 
hydrochloric acid in the stomach. Sometimes it 
is difficult to tell which came first, the deficiency 
of diet in the patient or the lesions in the gastro- 
intestinal tract, not localized, however, like those 
so lucidly brought out by Dr. Scott; I mean the 
tongue pictures that we see, the beefy, red tongue, 
and diffuse hyperemia, and infection of the entire 
digestive tract. In fact, there may be such lesions 
and nervous system lesions without any dermatitis. 

So as not to overlook the cases of pellagra, the 
sinusoid dermatitis, we must think of such cases. 
Instances of carcinoma of the gastrointestinal 
tract, with subsequent development of pellagra, 
must always be kept in mind. Sometimes patients 
are seen who have had carcinoma as remote from 
the gastrointestinal tract as the uterus, and after 
irradiation the patient is still going down, de- 
veloping diarrhea and sore mouth. We take it for 
granted that those particular subsequent symptoms 
are due to metastatic lesions, whereas they are 
not. As Dr. Scott pointed out, they are due to a 
deficiency disorder, and the injection of liver as 
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well as the administration of vitamins by mouth 
have given very excellent results, some of those 
patients not dying of carcinoma. 

Dr. W. R. Mathews (Shreveport): Any lesion 
of the gastrointestinal tract which prevents food 
materials reaching the absorptive area or accele- 
rates their elimination may be a factor in the 
causation of pellagra. Dr. Scott has _ reported 
examples of organic lesions causing both obstruc- 
tion and diarrhea. The clinical recognition of 
these in pellagrins whose economic status sug- 
gests primary dietary deficiency is often not made. 
This appears to be particularly true in patients 
with ulcerative or stenosing lesions of the rectum 
or colon in which the main symptom, diarrhea, is 
likely to be interpreted as due to primary pellagra. 
My observations at the Shreveport Charity Hos- 
pital have given me the impression that rectal 
lesions caused by the virus of lymphopathia vener- 
um are of considerable importance in the causation 
of secondary pellagra as well as a serious obstacle 
to therapeutic results in this disease. 


Dr. Isadore Brickman (Alexandria): I did not 
come here especially to make any remarks about 
this particular condition, because my work is in 
an institution for the mentally defective and 
epileptics in Alexandria. During my connection 
with this institution during the past seven years, 
I have seen such secondary pellagra, as Dr. Scott 
referred to in his paper, following amebic dysen- 
tery. We have had about 20 or 30 cases of amebic 
dysentery, some proved so microscopically. Some 
of these cases developed lesions, which I diagnosed 
as pellagra. However, not having found any liter- 
ature on the subject, I thought perhaps they were 
manifestations of amebic dysentery, which was 
very doubtful. 


One patient we had, who had a very marked 
prolapsed rectum due to amebic dysentery, had to 
be operated on, which was followed by various 
therapeutic material, such as anayodin and carbo- 
sone. My personal experience was that after the 
lesions of amebic dysentery disappeared, we were 
able to overcome the pellagra. I do not know the 
exact percentage of our cases, but quite a number 
of them died from the toxic effects cf both the 
amebic dysentery and the pellagra. 

I used liver extract and brewers’ years, attempt- 
ing to give them the proper vitamins. So it is 
my personal opinion, as Dr. Silverman, Dr. Scott 
and Dr. Mathews suggested, that it is failure of 
assimilation of proper foods in the intestinal tract 
rather than the lack of proper foods, because we 
attempted to give proper diet to this patient, plus 
meats, liver extract, and also brewers’ yeast, with- 
out cessation of the pellagra lesions. However, on 
treating these specific conditions, we improved 
their pellagra. 
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In another series of cases that was interesting 
to me, I found cases of Vincent’s angina of the 
mouth, which is rather common in institutions, 
due to the fact that we have to deal with low 
grade idiots and imbeciles who are very difficult 
to feed and whose teeth and mouths are difficult 
to keep clean. I found these cases were also sub- 
ject to development of secondary pellagra follow- 
ing Vincent’s infections of the mouth. 

Dr. Daniel W. Kelly (Oak Grove): I do not 
believe the cause for pellagra has been found. I 
have been treating pellagra for very nearly thirty 
years, and I have seen pellagra cases follow each 
other in homes, and in women who have nursed 
patients. I believe the death rate of 31 per cent 
in pellagra could be reduced by medical treatment. 


I think if these patients who go to Charity 
Hospital are given cold baths, hydrobromide of 
quinine and increasing small doses of arsenic, not 
the large dose of arsenic recommended 20 or 25 
years ago, and are well fed, they will improve. 
1 think there is a great deal in the diet. 

Dr. W. M. Scott (In closing): When I ques- 
tioned this Negro, he had been on a normal diet as 
to milk, meat, vegetables, and all necessary foods. 

As to Dr. Kelly’s question, the mortality of 
thirty-one per cent is very high, but mild pellagrins 
are not admitted to Charity Hospital and most of 
them die soon after entering. I also agree with 
him that we do not know the cause of pellagra, 
but the possibility of an intrinsic factor deficiency 
must be kept in mind until disproved. 
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Thoracic surgery has advanced tremendously 
in the past twenty years but the results of the 
treatment of lung abscess have shown little or 
no improvement. Isolated reports of excellent 
results achieved by certain special methods of 
treatment appear from time to time but the 
collected series of unselected cases from large 
gereral hospitals such as the Henry Ford, the 
Peter Bent Brigham and the Massachusetts 
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General hospitals show no significant reduction 
of mortality. Allen and Blackman have col- 
lected from the literature, 2,114 cases with a 
general mortality of 34.3 per cent. 

Hoping that we might contribute something 
toward the improvement of this state of affairs, 
we have undertaken a critical analysis of a con- 
secutive series of cases with special reference to 
the causes of unsatisfactory results. Our ma- 
terial consists of all the cases of lung abscess 
treated at Touro Infirmary from 1926 to 1936 
inclusive, with the exception of those due to 
tuberculosis, bronchiectasis, carcinoma and the 
aspiration of foreign bodies. There were 60 
cases in all, with end results available in 52. 
The period of observation after discharge aver- 
aged 59 months in the surviving cases. Only 
one was followed less than one year and two 
less than two years. The case observed less than 
one year was entirely cured both clinically and 
radiologically. All cases classed as hawing sat- 
isfactory results have been examined within 
the past three months. Twenty patients, 33.3 
per cent, died in the hospital, and four died 
after discharge, giving a total mortality of 40 
per cent; 27 cases, 45 per cent, had satisfactory 
results; six cases, 10 per cent, are probably 
cured but not followed, and three, 5 per cent, 
were failures. 

INCIDENCE 

All of these patients were white; 40 were 
males and 20 females. The age in the 58 cases 
in which it was stated ranged from six months 
to 68 years, the average being 33.7 years. It 
has frequently been stated that age plays an 
important part in determining the end result, 
but there was no preponderance of the extremes 
of age in our fatal group and the average age 
of the cured cases was 33 years, as compared 
to 34 years in the fatal ones. 

ETIOLOGY 

In 18 cases the abscess followed operation 
or infections about the nose, mouth or throat ; 
five followed operations in other locations. The 
remaining 37 followed various respiratory in- 
fections such as pneumonia or influenza or 
were apparently primary. The origin of the 
infection seemed to have little or no effect on 


the course and result of the disease. 
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TABLE I 


OPERATIONS AND INFECTIONS ABOUT NOSE, 
MOUTH AND THROAT 
IN incre ssc cicimnenmaion 13 
ee ON, iii iicicsrcesmcecirrsennccsacenenen 5 
Other operations -_. panel ee ice a eee 5 
Pneumonia, influenza or primary-_._-. aicctieptcen a 
RRR ER Oren Mee cere er ae eee See en 60 


LOCATION 

In 53 cases the involvement was unilateral, 
29 on the right and 24 on the left. In six of 
these more than one lobe was affected, four on 
the right and two on the left. 
both lungs were involved. 


In seven cases 
The mortality in 
those cases with bilateral involvement, was 88 
per cent, in those with unilateral multiple lobe 
involvement, 67 per cent, and in those with sin- 
gle lobe involvement only 29 per cent. In spite 
of the small group of cases we feel that this is 
a striking and significant observation, 


PATHOLOGY 

We shall not attempt a discussion of the 
pathology of lung abscess but would like to re- 
mind you that every such lesion is first a pneu- 
monitis, then a gangrene, and finally, with 
liquefaction of the gangrenous area, an abscess. 
When the disease is first recognizable, pneu- 
monitis, gangrene and abscess usually co-exist. 


DIAGNOSIS 

Diagnosis, likewise, cannot be fully consid- 
ered but the importance of roentgen ray must 
be emphasized. A presumptive diagnosis can 
be made without it, but a positive one cannot. 
Furthermore, radiographs should be taken in 
at least three planes, for accurate determination 
of the location, extent and character of the 
lesion is necessary for intelligent treatment. 
Fluoroscopic examination is insufficient. In 
two cases in this series large abscesses were 
completely overlooked when only this method 
was employed and in each a fatal outcome was, 
at least partially, due to this error. 

DURATION BEFORE TREATMENT 

Many observers have stated, and it seems 
reasonable to believe, that results would be bet- 
ter if these patients came to treatment earlier, 
but curiously enough our figures do not sup- 
port this belief. The average duration of symp- 
toms before treatment, in this entire group, was 
39.3 weeks. The average for the non-operative 
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group, in which the mortality was 46 per cent, 
was 29 weeks, whereas for the operative group, 
in which the mortality was only 29 per cent, it 
was twice as long, 60.8 weeks. The average 
duration for those cases which had satisfactory 
results was 28.3 weeks for the non-operative, 
and 28.8 weeks for the operative. On the other 
hand, in the unsatisfactory group the duration 
was only 7.4 weeks for the non-operative and 
16.3 for the operative cases. The average for 
the fatal cases was somewhat longer, 35.8 
weeks for the non-operative and 147.4 weeks for 
the operative. The startling contrast in this 
last group is to a large extent due to the fact 
that two cases of 12 and 10 years’ duration are 
included. If these two be omitted, the respec- 
tive durations become 7.3 weeks for the non- 
operative cases, and 28.3 weeks for the oper- 
ative cases. These figures correspond very 
well with those of the other groups. It is 
not unfair to omit these for one 
patient who was treated conservatively was 
discharged from the hospital almost cured, his 
abscess cavity very small and barely visible by 
roentgen ray, no bronchiectasis present, and his 
general health excellent. He was lost sight of 
by his physicians and died two years later, pos- 
sibly from a recurrence. The other, a surgi- 
cal case, died, but autopsy revealed that he died 
of causes not due to the long duration of the 
abscess. 


two cases, 


In addition to this evidence we find that ex- 
cept for bronchiectasis which developed in 
three cases and unilateral fibrosis which de- 
veloped clinical, radiologic and 
autopsy findings fail to show that long dura- 
tion of a lung abscess produces local or consti- 
tutional damage incompatible with a satisfac- 
tory degree of recovery. Some of the oldest 
cases in our series, including one of 10 years’ 


in another, 


duration, showed neither bronchiectasis nor ex- 
tensive scarring by roentgen ray at the con- 
clusion of hospital treatment. In particular we 
find that the dense rind of the abscess, usually 
described as being fibrous, melts away so com- 
pletely under treatment that we are convinced 


that it is not fibrous but exudative. 


We are forced to the conclusion that in this 


series there is no evidence that prolonged dura- 
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TABLE II 
DURATION IN WEEKS BEFORE TREATMENT 









































Non-operative Operative Combined 
group group group 
batistactory results 28.3 28.8 28.5 
Unsatisfactory results 7.4 16.3 10.8 
(35.8) (147.4) (60.)* 
Deaths 7.3 28.3 11.3 
(29.) (60.8) (39.3) 
TD arcsec cere eneninncinintenaennaimsateintennnesaianae 15.1 26.5 18.3 














*Figures in parentheses include the two cases with extremely prolonged course, as described in 


text. 





tion of an abscess of the lung militates serious- 
ly against its cure. 
RESULTS OF TREATMENT 

Thirty-nine of the 60 cases (65 per cent) 
were treated by conservative measures, and 21 
(35 per cent) by surgical methods. The mor- 
tality of the conservative group was 46 per 
cent and of the operative group, 29 per cent; 
27 cases (45 per cent) had satisfactory results, 
15 (38 per cent) of the non-surgical cases, and 
12 (57 per cent) of the surgical cases. This 
appears to show a distinct advantage for sur- 
gical treatment but requires qualification. Six 
additional cases are believed to have had satis- 
factory results, but have not been followed. 
Four of these had non-operative treatment and 
Three cases were rated as fail- 
ures, one operative. 
Eight of the conservatively treated patients, and 
one treated surgically died so promptly, with 
such overwhelming sepsis, that, in our opinion, 
they were not amenable to any form of treat- 


two operative. 
two non-operative and 


ment. 

If these nine cases be eliminated, corrected 
figures show 51 cases amenable to treatment, 
of which 31 were treated conservatively with 
a mortality of 10 (32 per cent), and 20 treated 
radically with a mortality of five (25 
cent). If we add that four of the conservative- 
ly treated group left the hospital definitely im- 
proved and died later presumably because treat- 
ment was discontinued before cure was at- 


per 


tained, and that six of the surgical group were 
operated on not for the abscess but for com- 


plications that already existed when they were 
first seen, it becomes clear that the result in a 
given case depends more on the thoroughness 
of application of the treatment than on the type 
and more on the pathology than on either. 

The one outstanding fact about treatment 
is that it must never be discontinued before the 
abscess is completely healed. 


SPECIAL METHODS OF TREATMENT 


The methods of treatment used include 
postural drainage, bronchoscopy, intravenous 
neosalvarsan, and surgical drainage. Bronchos- 
copy was used in 19 of the 60 cases. It ap- 
peared to be of definite value, but cannot be 
considered an adequate method when 
It can and does remove obstructions 
from the bronchi, dilate constricted passages, 
clear the bronchial tubes of thick exudate, and 
induce forcible coughing. This last is a very 
valuable factor in emptying the abscess, but is 
not without danger, as one case of subsequent 
drowning attests. Bronchoscopy cannot be 
used more than three times a week at the best, 
and such 


used 
alone. 


will not cure 
an abscess of the lung any more often than it 
will similar lesions elsewhere. 

Postural drainage was mentioned in only 15 
histories and in four of these it was inadequate- 
ly applied. This is a most valuable measure, 
too seldom properly applied. The patient 
should spend the majority of every day in that 
position which gives the best dependent drain- 
age of his abscess, compatible with a reason- 
able degree of comfort. In addition, he should, 


infrequent emptying 
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as often as his strength will permit, assume 
the most favorable possible position and cough 
forcibly until the abscess is evacuated. This 
method requires intelligent cooperation between 
doctor and patient. 

Neoarsphenamine was used in 14 cases but 
we were disappointed to observe that it seemed 
to cause improvement in only one. 

Twenty-one cases were operated upon and in 
only 15 of these was the abscess directly at- 
tacked. The remainder had drainage of spon- 
taneous or induced empyema. In only six was 
the abscess adequately drained and it is note- 
worthy that all of these were cured. In 9 the 
drainage was incomplete due to the presence 
or subsequent development of additional ab- 
scesses or to other causes; four of these were 
cured, two had unsatisfactory results, and three 
died. Adequate drainage was attained only in 
single superficial lesions and when drainage 
was not adequate the clinical course did not usu- 
ally indicate that substantial improvement fol- 
lowed the operation. 

ANALYSIS BY RESULT 

Analysis of these cases from a standpoint of 
the results produces some illuminating facts. 
A satisfactory result is one in which the pa- 
tient is restored to health and the abscess cav- 
ity disappears leaving a 
lung. 


minimal scar in the 
We have had to be content in some cases 
with a report of a clinical cure of long stand- 
ing. 

Of the 15 cases reported cured by conserva- 
tive treatment, only nine had what we would 
consider adequate treatment and four had 
none at all, other than supportive measures. 
Probably many lung abscesses _ get 
recognized and untreated. 

On the other hand, of the 12 cases reported 
cured by surgical measures, all 


well un- 


but one had 
adequate treatment, though in some instance 
this did not include drainage of the abscess. 

Of the six cases not well when last heard 
from (not recently reported) and the three 
classed as failures, only two had adequate treat- 
ment, one by surgical and one by medical meth- 
ods. 

DEATHS 

Twenty-four patients died, of whom 11 were 
autopsied. Eighteen had been treated conserva- 
tively; 11 of these had had adequate treatment 
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and seven had not. Six had been treated surgi- 
cally but in only one of these do we consider 
that the treatment was adequate. 

Of the 11 patients who had adequate conser- 
vative treatment, eight died of overwhelming in- 
fections which we do not believe were amenable 
to any form of treatment; six of these had ex- 
tensive pneumonitis and multiple abscesses in- 
volving both lungs. Every patient so affected 
died. The other two died so promptly of over- 
whelming infection that there was no time for 
treatment. One died of drowning from sudden 
emptying of the abscess into a bronchus follow- 
ing bronchoscopy, an unusual accident, not to be 
anticipated. One died without evident cause 
and autopsy was refused. One died two years 
after discharge, probably as a result of recur- 
rence of the abscess which was not entirely 
healed when he left the hospital. He was lost 
sight of and the cause of death was not defi- 
nitely known. 

Seven of the non-operative group were in- 
adequately treated. Two were moribund from 
presumably spontaneous pyopneumothorax on 
admission. Apparently they were untreated be- 
fore admission because of error in diagnosis. 
One was of two months’ duration and the other 
about 18 month. Three patients discontinued 
treatment against the advice of their physicians. 
One of these died of drowning from sudden, 
spontaneous emptying of the abscess into the 
bronchus during a bout of coughing. One died 
of spontaneous pyopneumothorax, and one from 
unknown causes. One other patient who dis- 
continued treatment too early died of opera- 
tion for bronchiectasis which resulted from the 
abscess. The other patient died of a combi- 
nation of sepsis from the abscess and shock 
from an operation in another area which was 
undertaken due to an error in diagnosis result- 
ing from too great dependence upon fluoro- 
In short, all of these seven 
patients died as a result of inadequate or mis- 
taken treatment. 


scopic examination. 


Six patients died under surgical treatment. 
In only one of these patients was the treatment 
adequate and he died as a result of general 
sepsis in which the lung abscess was only an 
incident. Of the remaining five, two died as 
a result of the use of the exploring needle, one 
having developed a pyopneumothorax from this 
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cause before admission; one, on whom artificial 
pneumothorax was attempted, died of a combi- 
nation of pyopneumothorax and drowning due 
to sudden emptying of the abscess into a 
bronchus. One had _ unsuccessful surgical 
drainage of an abscess and in addition develop- 
ed an empyema and septicemia. This empyema, 
it should be noted, developed in spite of the 
fact that a two-stage operation of the most ap- 
proved type was performed. Another patient 
had adequate drainage of one abscess, but de- 
veloped two more immediately after operation 
and ultimately died with miliary tuberculosis 
which was found only at autopsy. The patholo- 
gist pronounced the abscesses themselves non- 
tuberculous. It is noteworthy, we think, that 
roentgen rays taken after operative interven- 
tion in this series invariably showed extension 
of the pneumonitis with or without additional 
abscess cavities. The last patient died of an 
operative procedure, thoracoplasty, chosen be- 
cause the radiologist had pronounced the 12 
year old lesion fibrosis following an abscess, 
when it was really a large abscess cavity filled 
with pus. This error was a result of depend- 
ence upon fluoroscopy alone. It is probable 
that a large dose of amytal contributed materi- 
ally to the fatal issue. 

To summarize the causes of death, we con- 
sider that 10 of the 24 were not preventable. 
Of the remainder, one was an unpredictable 
accident following rational therapy; five 
were due to premature cessation of treat- 
ment that was evidently progressing toward 
cure; two died of ill chosen treatment as a re- 
sult of inadequate roentgen ray study; two died 
of delay in receiving treatment; two were due 
to needling of the chest; two were the result 
of ineffective surgical drainage. 

Other facts of interest emerge from this 
analysis. Three patients died of drowning, 
which indicates that any sudden compression 
of the lung, whether by forcible coughing, arti- 
ficial pneumothorax, or surgical measures, is 
extremely dangerous if the abscess cavity is 
full of pus. 

Six patients died of pyopneumothorax ; in four 
it was spontaneous. These abscesses must 
have been superficial and early surgical drain- 
age might have prevented a fatal issue. In 
two it was due to use of the exploring needle, 
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a procedure which cannot be too severely con- 
demned. It was employed five times in this 
series and pyopneumothorax resulted in three 
instances. 

PLAN OF TREATMENT 

It seems to us that if there is an outstand- 
ing defect in the method of management of 
lung abscesses it lies in the fact that each phy- 
sician is inclined to continue a plan of treat- 
ment, whether or not the particular case is 
suited for it. We submit, therefore, what we 
believe to be a proper plan of management 
utilizing all methods, according to their indica- 
tions : 

(1). Those patients who present them- 
selves with a fulminating pneumonitis should be 
treated as pneumonia cases until the acute in- 
flammatory process subsides, leaving the lung 
abscess itself as the predominant factor. In these 
patients the cause of the severe, acute symp- 
toms is the pneumonia and, even if the ab- 
scess is successfully drained, no immediate im- 
provement in the patient’s condition can be ex- 
pected. They are too ill for major surgical 
operation, and even postural and bronchoscopic 
drainage may be too great a strain upon them. 
Any active method of drainage, whether postur- 
al, bronchoscopic or surgical, is likely to cause 
a spread of a pneumonitis as was demonstrat- 
ed in several of the cases in this series. Some 
of these patients will die of the pneumonia, but 
we submit that they are less likely to do so if 
they are not called upon to endure major opera- 
tions or other burdens in addition to the pneu- 
monitis, which is unlikely to be benefited by 
them. Neosalvarsan may be given in small 
doses if spirilla are found in the sputum, but 
our own observations do not lead us to expect 
much improvement as a result. 

(2). If the abscess dominates the picture 
when the patient is first seen, or after this state 
has developed under treatment, the abscess it- 
self becomes the chief concern to us, never for- 
getting that supportive treatment must con- 
tinue throughout the management of the case. 
At this stage the primary object of all treat- 
ment is to drain the abscess cavity because if 
this be accomplished the surrounding pneumoni- 
tis will subside, the rind of thick exudate will 
be liquefied and expelled, and contraction of 
the abscess wall and expansion of the surround- 
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ing lung will bring about obliteration and heal- 
ing of the cavity. While compression therapy 
may hasten this process it should be remem- 
bered that contraction will take place spontane- 
ously in a reasonable period of time, and with- 
out the risk of additional operative interfer- 
ence. We must never make the mistake of 
employing compression therapy for the pur- 
pose of draining the abscess. 


Conservative treatment consisting of postural 
and _ bronchoscopic should be tried 
first, probably in all cases, and no fixed time 


limit can be set for the trial. 


drainage 


If the cavity 
can be kept empty and progressive improve- 
ment in the local and constitutional condition 
of the patient continues, this method may be 
followed until cure results. If, on the other 
hand, the cavity cannot be kept empty or if 
satisfactory and progressive improvement does 
not take place, surgical methods should be con- 
sidered. The greatest dangers under this régime, 
in addition to those of continued sepsis, ap- 
pear to be spontaneous pyopneumothorax, if the 
lesion is superficial, and drowning, if it is 
deeply situated. 


The time limit for unsuccessful conservative 
treatment has been set from no delay (Neuhof) 
to 12 weeks (Graham). We do 
that a definite time limit can be set. 


not believe 


If the cavity is adequately drained but does 
not collapse satisfactorily some method of com- 
pression therapy must be resorted to. This 
series, however, presents not a single such in- 
stance although such cases undoubtedly do oc- 
cur. If artificial pneumothorax is feasible it 
is the simplest method of compression therapy, 
but it is also the most dangerous and we be- 
lieve it should be abandoned. Regional ex- 
trapleural compression is probably best when 
it can be applied, preferably by the method de- 
scribed by Overholt or by plombage which is 
so highly recommended by some European ob- 
servers. We have no experience with the lat- 
ter method. Thoracoplasty, the type being 
adapted to the size and location of the abscess, 
is the next choice, and as a last resort, lobec- 
tomy. Paralysis of the phrenic nerve was used 
only in one of these cases, but has been more 
extensively used elsewhere with 
factory results. 


satis- 
It produces comparatively lit- 


some 
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tle effect but has the advantage of being quite 
safe. 


We submit the following plan for selecting 
the method of treatment based on the location 
of the cavity, which must be accurately de- 
termined by radiographs in at least three planes: 
Abscesses in the periphery of the lung, the 
outer zone in blood 
vessels are small, are likely to communicate with 
a small bronchus and therefore drain poorly 
and are also likely to rupture into the pleura. 
Furthermore, they are readily accessible to in- 
cision, The pleura is usually adherent 
them, making a_ one-stage 
There is little normal lung tissue overlying them 


which both bronchi and 


over 
incision possible. 
so the dangers of pneumonitis and hemorrhage 
as a result of incision are minimal, The danger 
of pneumothorax is prohibitive. All factors in 
this group should lead us to select external 
drainage if prompt and continued improvement 
does not occur under conservative management. 


If compression therapy is required in this 
group, regional methods, including phrenic 


paralysis, if the lesion is at the base, are like- 
ly to be effective. Bronchoscopy is compara- 
tively valueless because of the small size and 


great length of the tributary bronchus. 


If the cavity is deeply situated in the lung it 
is likely to communicate with a large bronchus 
and most unlikely to rupture into the pleural 
cavity. It is not readily accessible to incision 
and since the pleura is not likely to be firmly 
adherent over the abscess, two-stage operations 
are usually necessary. 
mal lung tissue 


A large amount of nor- 
overlies the cavity so the 
dangers of pneumonitis and hemorrhage are 
great. The danger of pneumothorax in this 
group is minimal but the comparative rigidity 
of the hilar region lessens 


Bronchoscopy is likely to be 


its effectiveness. 
very useful be- 
cause of the large, short bronchial communica- 


tion. All factors in this group should incline 


us towards conservative measures and _ these 


should be continued for a comparatively long 


time before being abandoned. Compression 


therapy may, in some locations, such as the 
upper lobes, be effected by regional measures, 
but in the located cavities 


more centrally 


thoracoplasty may be required. 
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CONCLUSIONS 
1. Thorough radiographic examination is 
essential for both diagnosis and treatment of 
lung abscess. 

2. In this series of cases prolonged dura- 
tion of the lesion did not materially increase 
the mortality or prevent complete restoration 
of health, 

3. Bronchoscopy is a valuable part of con- 
servative treatment but not a_ satisfactory 
method in itself. 

4. Postural drainage is the most valuable 
of all conservative measures if properly ap- 
plied. 

5. Surgical drainage, to be effective, musi 
drain the cavity completely ard in this series 
this was accomplished only in superficially situ- 
ated lesions. 

6. Treatment should never be discontinued 
until complete healing of the cavity has taken 
place. 

7. The use of the exploring needle is bo‘h 
useless and dangerous and the same is usually 
true of artificial pneumothorax, 

8. Any procedure that produces compres- 
sion of a cavity rot already empty is hazard- 
ous. 

9. The ultimate result in a case of lung ab- 
scess depends less on the choice of method of 
treatment than on the thoroughness of its ap- 
plication ard less on either than on the extent 
and severity of the lesion. 

10. A systematic plan of management of 
lung abscesses, employing all useful methods as 
indicated, is proposed. 

DISCUSSION 

Dr. D. R. Womack (New Orleans): So far there 
has been very little agreement on the treatment of 
non-tuberculous lung abscess, and each individual 
has followed whatever bent he has felt inclined 
to. In cases where the outcome has been favor- 
able the attending physician has become an ardent 
supporter of that method. It is only by studying 
an entire group of cases, such as Dr. Rives has 
done, that the best opinion can be formed of any 
method. 

The value of the bronchoscope in the diagnosis 
and treatment of lung abscess is unquestioned. 
First, to differentiate the exact type of abscess, 
the bronchoscope is used for biopsy and study of 
aspirated secretions. Next, to localize the 
more definitely 
upon the 


lesion 
than the roentgen 
findings of the 


tay, we rely 


Secre- 


bronchoscope. 
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tions can be visualized and the location of the 
abscess determined from the spot the pus is en- 
countered. Finally, the use of the bronchoscope 
in draining the cavity is invaluable. It is a moot 
question as to the modus operandi of bronchoscopic 
drainage of an abscess cavity. Some observers con- 
sider that it is the actual aspiration of the abscess 
cavity that is beneficial, and others say it is the 
subsequent paroxysms of coughing that are ac- 
countable for the amelioration of symptoms; b: 
that as it may, bronchoscopy usually helps the 
central abscess or those that connect with the 
bronchial tree to the extent of discharging therein. 

Small doses of intravenous arsphenamine are to 
avoid loss of lung tissue through spirochetal in- 
fection rather than to heal the abscess lesion, and, 
as such, we would not see any striking benefit 
following its use. 


<xploratory puncture is contraindicated. If the 
abscess is superficial this method of drainage is 
not satisfactory and if the abscess is deep the 
puncture is followed by such spread of the disease 
as usually to be fatal. 


In studying the authors’ cases some astound- 
ing facts are encountered, one case of upper lobe 
abscess had the foot of the bed elevated for a 
period of weeks. Repeated bronchosccpy for the 
central draining abscesses and adequate surgical 
intervention for the peripheral abscess would :eem 
to provide the best method of treatment. As the 
doctor who just spoke had an abscess himself and 
got well through expectant measures, he advocates 
this methcd. Still, I believe 
tuberculous lung abscess cases are reviewed, such 
as these reported by Dr. Rives, the picture assumes 
a little different aspect. 

Dr. Robert C. Major (New Orleans): It was 
stated that of the 60 cases reported, the abscess, 
or abscesses, followed operation or infection about 
the nose, mouth and throat, in 18; followed ope:a- 
tions in other locations in five; and followed upper 
respiratory infections or were primary in 37. The 
exceedingly high mortality in multiple abscesses 
involving more than one lobe of one or both lungs 
was pointed out. Also it was stated that the origin 
of the infection seemed to have little or no effect 
upon the course and outcome of the abscesses. 
This last statement is true when the postoperative 
group is compared with the group not following 
an operation. 


if a series of non- 


I wish to add one observation: Of the opera 
tions or infections which led to the formation of 
abscess in 18 cases, 13 were tonsillectomies; two 
were tooth extractions; one, an operation for pan- 
sinusitis; one, compound fracture of the mandible, 
and one a spontaneous rupture of a peritonsillar 
abscess. 
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Now, when we consider single abscesses separ- 
ately, we find that the single abscesses following 
cperations or infections about the nose, mouth, or 
throat, were accompanied by a mortality of only 
one in 12, or 8.3 per cent, as compared with a mor- 
tality of three out of five, or 60 per cent, accom- 
panying operations in locations other than about 
the nose, mouth and throat, and 10 of 30, or 33.3 
per cent, in the cases associated with upper res- 
spiratory infections or apparently primary. We 
do not know how significant this observation is, 
but it is interesting, and it is at variance with 
some reports. 

Dr. Gilbert C. Anderson (New Orleans): I 
merely want to sound one word of warning in 
with lung abscesses and that is the 
frequent occurrence of brain abscesses as a com- 
plication. I suggest that brain abscesses become 
a serious consideration in all cases which are 
apparently not doing as well as the medical at- 
tendant thinks they should. We know well that 
there is a definite association of pathology between 
the thoracic and the cranial cavities and that re- 
fers not only to abscesses of the lung but to 
empyema, pneumonia and other septic conditions 
as well as neoplastic growths. Some of these 
metastatic brain abscesses which are primarily in 
the thoracic region are multiple which, of course, 
gives a bad prognosis. 

Please let me leave one thought in your mind and 
that is, think of brain abscesses in connection with 
lung abscesses. 

Dr. F. H. Walke (Shreveport): I could not let 
this opportunity go by without saying a few words 
on lung abscess, being a victim myself, and know- 
ing whereof I speak. 

It seems strange that the treatment in one part 
of the country is so different from that in others. 
The doctor speaks about surgical drainage; I 
know that of 29 patients surgically drained, all 
died; those who had pneumothorax and the lung 
was compressed, got well. So if you attack pneu- 
mothorax, I hasten to its defense; I happen to 
have been a victim, and I have had roentgen rays 
taken since 1931, without any present evidence of 
the abscess. The lesion happened to be in the 
upper right part of the lung which is more amen- 
able to pneumothorax. 


connection 


I reviewed the histories of some 159 patients, 
some of whom died, some got well, and from the 
roentgen ray and autopsy findings of these two 
hospitals to which I had access, I came to the con- 
clusion that pneumothorax gave a higher percent- 
age of cures than surgical drainage. 

Dr. J. D. Rives (In conclusion): We have re- 
ported these results and drawn our conclusions 
from them without any regard to our own pre- 
conceived opinions or anyone else’s and in some 
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instances the conclusions that must follow are not 
in agreement with our own opinions or those of 
others we have read. 

We have concluded that pneumothorax is exceed- 
ingly dangerous. If there are adhesions on the 
surface of the lung, they may be torn by the col- 
lapse, with resulting rupture of the abscess into 
the pleural cavity. Our failure to stress the im- 
portance of bronchoscopy was due not to lack of 
appreciation, but due to the fact that we did not 
have the time to give it the discussion which was 
its due. 

I am very glad Dr. Anderson brought up the 
matter of brain abscess. As we stated, we did 
not allow our observations to be colored by any- 
one else’s. It is generally reported, and in suf- 
ficient cases to make the statement strong, that 
10 per cent of lung abscesses die of brain abscess; 
therefore, the danger is very great. The fact is 
in this series there was no case of brain abscess, 
consequently we did not devote the time to that 
subject that it warranted. One case might have 
been brain abscess, in which the patient died from 
an unexplained cause following a surgical proce- 
dure. There might have been some other cases 
not discovered that had brain abscess. We in 
every instance felt we found in the record suf- 
ficient cause for death. 





PLASTIC SURGERY AS ALLIED WITH 
THE TREATMENT OF CANCER* 
NEAL OWENS, M. D.7 
NEW ORLEANS 


Permanent cure associated with minimal dis- 
figurement and dsyfunction should be the 
ultimate aim of all treatment for cancer. There 
are three accepted methods of treatment of this 
disease: radiation, by radium or roentgen ray, 
and surgical excision. Some cases are suffici- 
ently far advanced, however, to require a com- 
bination of two or even all three of the above 
mentioned methods. Provided growths are ac- 
cessible and there are no contraindications to 
the use of any of the accepted procedures for 
the treatment of cancer, probably any one of 
the methods of choice could be used successful- 
ly in a given case. The keynote of any method 

*Read before the Louisiana State Medical 
Society, Monroe, April 27. 1937. 

*From the Department of Surgery, Tulane Uni- 
versity School of Medicine, Charity Hospital, and 
the Eye. Ear, Nose and Throat Hospital, New 
Orleans, La, 
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of treatment for cancer should be adequacy. 
Inadequacy in some phase of treatment ac- 
counts for a considerable part of the mortality 
from this disease. It has been assumed that 
failure in obtaining a permanent cure in many 
advanced cases of cancer was due to neglect on 
the part of patients in presenting themselves 
for treatment, but pertinent facts taken from 
personal histories obtained from many of these 
patients do not show this to be true. On the 
contrary, a surprisingly large number of pa- 
tients with advanced cancer, many with hope- 
less metastases, give a history of having sub- 
mitted themselves to the profession for treat- 
ment at a stage when the growths were early 
and when complete eradication with cure could 
and should have been accomplished. Further 
history from these cases usually reveals that 
no rational treatment had been given; instead, 
a haphazard course usually followed with the 
expected result of advanced cancer with metas- 
tases, CANCEROUS LESIONS 

Plastic surgery can be an aid to patients with 
precancerous lesions or early skin cancer. Many 
elderly patients with the 
have lived out-of-doors and lead lives of ex- 


above lesions who 


posure can be helped by simple instruction on 
the proper care of their skin. Most of these 
lesions are seen as areas of pigmentation, 
small discrete elevations 
of the skin where there has 
been an increased proliferation of the epithelial 
cells. Many of these areas can be held dormant 
by scrupulous cleanliness of the skin in con- 
junction with daily applications of cold cream. 
The daily application of a bland cream serves 
to keep the part soft and pliable and prevents 
dryness and encrustation. 


methods fail to check 


hyperkeratoses, and 


on the surface 


If simple palliative 
the advance of these 
precancerous lesions and particularly if there 
is a tendency toward increased growth, it is 
advisable to insist on active treatment by one 
of the accepted methods. If surgery is elected, 
usually complete excision, allowing ample later- 
al margins, with closure of the defect borders 
by direct approximation, is sufficient. Too many 
patients, after an assumed cure following 
radical extirpation, present themselves for re- 
pair of large defects by procedures in plastic 
surgery. A large number of these cases if 


properly treated in the early stages, and practi- 
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cally all of these early lesions are plainly visi- 
ble and easily recognizable as abnormal growths 
by all who view them, could have been com- 
pletely eradicated by a minimal amount of 
treatment, suffering, and disfigurement if 
properly treated in the early stage. There 
should be more glory for the physician, who, 
in his alertness, recognizes an early malignant 
growth and eradicates it with a minimal amount 
of disfigurement and disability than for a phy- 
sician who satisfactorily extirpates an advanced 
cancer which he has observed from an early 
stage, even though the defect is satisfactorily 
repaired. 

As the rationale of the treatment of cancer 
by radium and roentgen ray is assumed and 
since procedures in plastic surgery are required 
only in those cases in which surgical extirpa- 
tion is indicated or in which reconstruction of 
defects is necessary, and as most defects are 
surface defects or related to surface defects, 
this paper will concern only those cases requir- 
ing extirpation by surgery and repair of de- 
fects resulting from skin cancer or surface de- 
fects resulting from cancer of the head and 
neck. Precancerous and early cancer lesions 
of the basal cell or the small localized squamous 
cell type should be extirpated by an incision 
which gives an adequate lateral margin as well 
as ample depth, for these growths frequently 
extend much farther than clinical appearance 
would suggest. Ewing states that basal cell 
carcinomata “spread through the dermal 
lymphatics by proliferation and forming long 
cords within the lymphatic channels. When 
the surgeon comes along and decides to do a 
very radical operation, to cut out these tumors, 
he is very apt to leave some cells which give 
rise to recurrence, and since these tumors are 
on the face or around the eye, a very radical 
resection without regard to location 
give an unsightly result.” Even more care in 
the election of lateral margins and depth of 
tissue to be excised should be taken in cases 
with squamous cell carcinoma, and, if a given 
growth is known to be squamous cell, not only 
should the lateral margins of the tissue re- 
moved be exceptionally wide but also of suf- 
ficient depth to remove the underlying fascia. 
Due consideration should be given to regional 
lymphatics in all cases of squamous cell carci- 


would 
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noma, and, if proof of metastasis is established, 
then some accepted type of therapy, either radi- 
ation or complete surgical excision, should be 
carried out. All surgical excision for skin can- 
cer should be done with the aid of the frozen 
section technic for preparing biopsy specimens 
(1) 


specimens obtained at the operating table can 


for microscopic study, because: Biopsy 
be prepared and ready for microscopic study 
within three to five minutes after removal, 
thereby furnishing immediate necessary infor- 
mation; (2) all borders should be carefully 
studied at the time of operation to assure the 
operator that the excision is well beyond can- 
cer tissue and that no residual cancer cells are 
left behind either in the tissue by invasion or 
in the lymphatics by direct extension and proli- 
feration. 
OLD SCARS 

Old scars resulting from burns (Fig. 1) and 
areas of radiodermatitis should always be 
viewed with suspicion and patients instructed 
to be meticulous in their care of these areas: 
They should be thoroughly clean at all times 
and the surfaces kept soft and pliable by the 
application of a bland this 


routine is followed, these areas will ultimately 


cream. Unless 
become hard and scaly and subsequently be- 
come extremely dry, which condition is associ- 
ated with the formation of fissures. These last 
mentioned changes are frequently the precur- 
sors of early malignant changes. Either type 
of lesion which shows these changes should be 
completely excised, because of the rather high 
incidence of cancer development in old scars 
and skin which has been altered by the effects 


r 


Fig. 1 A. Photograph showing Marjolin’s ulcer which 
developed in old sear following burn. 
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Fig. 1 B. 
eradication of Marjolin’s ulcer followed by repair with 
Davis skin grafts. 


Photograph showing defect resulting from 


Excision in these cases should 
be wide and sufficiently deep to go well be- 


of radiation. 


yond all involved tissues. Repair of these cases 
frequently requires some type of skin graft as 
the defects are commonly so large that they do 
not permit closure by direct approximation of 
defect borders. In cases in which the defect 
is deep, it may be necessary to repair it by 
either a single or tubed pedicle skin transplant. 
In cases which are questionable, it is frequent- 
ly advisable to do a complete resection of the 
regional lymphatics. Pigmented moles should 
be closely observed, and, when situated in areas 
which are constantly subjected to trauma, it is 
The dark 
pigmented mole of the blue or black type is 
particularly dangerous because it is more like- 


advisable to insist on their removal. 


ly to undergo malignant change when irritated 
and because of its highly malignant nature 
Pack states that the 
treatment for malignant melanoma should be 


when these changes occur. 


wide surgical excision, preferably with the en- 
dotherm knife. He also states that the tumor 
should be handled with extreme gentleness 
In a series of over 400 
type of tumor, studied at the 
Memorial Hospital in New York, Pack and 
Adair found only 17 cases which showed any 
appreciable response to radiation. Radiation 
therapy alone is not considered sufficient to 
control the growth and metastasis of these tu- 
mors. Pack states that he is convinced that 
prophylactic inguinal or axillary dissection 


should be done in the treatment of these tu- 


during its removal. 
cases of this 
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mors of the extremities, reserving radiation 
therapy for postoperative use in order to pro- 
duce abortive fibrosis by the production of firm 
scarring and imprisonment of residual cells. 
Adequate excision in these cases frequently pro- 
duces defects which are too large to repair by 
direct approximation of the defect borders and 
satisfactory repair must be accomplished by 
means of skin grafting. Either the Davis grafts 
or the half-thickness grafts are satisfactory for 
the repair of these defects. If the defects are 
deep, repair by some suitable type of pedicle 
skin transplant is indicated. 
CANCER OF LIP 

Cancer of the lip, particularly the extensive 
fungating type, can be satisfactorily excised by 
removing sections of the lip which are adequate 
in size to insure complete removal of all can- 
cer bearing tissue. If the growth is sufficient- 
ly localized to permit its extirpation by the re- 
moval of a V-shaped wedge of tissue, repair 
can be done satisfactorily by direct closure of 
the defect borders. Closure in these cases can 
be accomplished by approximating the mucous 
membrane borders with interrupted sutures of 
black silk, the muscle layers with one or two 
mattress sutures of No. 00 chromic catgut, and 
the skin margins with No, 0000 silkworm gut. 
It removal of a rectangular block of tissue is 
indicated in extirpating these tumors, repair be- 
comes more difficult and necessitates the shift- 
ing of tissue into the defect for the reconstruc- 
tion of the greater part or all of the lip. This 
type of repair is best accomplished by the use 
of an advancement skin pedicle flap, dissected 
from tissues which are lateral and inferior to 
the defect and subsequently advanced upward 
into the defect to be repaired. A pattern of 
the defect is made and bisected and a pedicle 
one-half the size of the defect is dissected from 
either side. These pedicles when dissected con- 
sist of skin, underlying fat, and muscle. If 
measurements are properly taken the pedicles 
approximate when brought into the defect in 
a manner which permits the suture of their 
distal borders without tension. Following the 
dissection of the skin pedicle, it is necessary to 
outline pedicle flaps from mucous membrane 
of the cheek which can be mobilized and ad- 


vanced into the defect in such manner that 


their mucosal surface is the oral surface, there- 
by acting as the mucous membrane lining for 
the newly formed lip. These mucous membrane 
flaps are fashioned with sufficient width to 
permit the upper margins of the skin flaps to 
be covered by mucous membrane, thereby form- 
ing a satisfactory vermilion border. When the 
intra-oral defects have been closed by direct 
approximation of defect borders with inter- 
rupted sutures of black silk, and the mucous 
membrane flaps have been sutured into their 
final position, a satisfactory buccal sulcus is 
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Fig. 2 A. Defect of cheek, upper and lower lips, fol- 
lowing extirpation of squamous cell carcinoma. 





Fig. 2 B. Shows first stage repair by rotation flap 
from forehead, inverted to form lining of defect. Ex- 
ternal defect repaired by approximations of skin mar- 
gins. 
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ig. 2 C. Photograph showing patient following final 
stage of repair. Note scar on neck 


k 
resulting from resec 
tion of cervical nodes; 


restored zlong with a lip which is normal in 
eppearance, thickness, and length, and a satis- 
factory vernukon border is visible. 


CANCER OF FACE 
Defects over the cheek (Fig. 2) which re- 
sul, from extirpation of cancer may be repair- 
ed, if the defects are only of skin depth, by 
means of a half-thickness graft; as a _ rule, 
however, the depth of the resulting defects is 
sufficient to require muscle or fat implants 
along with skin, thereby necessitating the use 


of a single or tubed pedicle skin transplant. 





Fig. 3 A. 
extending through entire wall of 
ation for carcinoma. 


Defect at the inner canthus of the 


right eye 


nose, following radi- 


é 





Fig. 3 B. 
means of rotation forehead flap, which was lined before 
attachment 


Photograph showing final stage repair by 
to the border of defect. 


Care must be exercised in fashioning pedicle 
transplants if these defects are located near the 
eyelids or the mouth, otherwise contraction will 
follow, giving subsequent distortion which may 
produce an ectropion of the lids or an unsight- 
ly appearance about the mouth. Defects at the 
inner canthus of the eye (Fig. 3) are best re- 
paired by a rotation pedicle flap from the fore- 
head, because these defects are too deep for 
repair by skin grafting and a pedicle transplant 
is usually required to bring into the defect 
sufficient substance to fill out the contour of 


this area satisfactorily. Infection and lessened 
blcod supply at the base of these defects are 
two other factors which favor a transplant as 


opposed to a graft. 


CANCER OF NOSE 

Defects of the nose resulting from surgical 
excision of cancer may vary in size from small 
areas which can be readily closed by direct 
approximation of the defect border to defects 
which require a total rhinoplasty. In the small 
surface defects of the nose that cannot be clos- 
ed by direct approximation of the defect bor- 
ders, a satisfactory result may be obtained by 
means of a half-thickness or full thickness skin 
graft. The ideal skin for this repair is that 
from the mastoid region or the forehead, be- 
is more similar in color and texture 
to the skin over the nose and face than any 


cause it 











422 

other skin available. Defects of the nose which 
require a subtotal or total rhinoplasty are best 
repaired by means of single pedicle forehead 
flaps of the rotation type. Two factors must 
be present for a successful reconstruction of 
this type: (1) a satisfactory lining, and (2) a 
satisfactory covering which is not under too 
much tension. If there is considerable loss of 
bone and cartilage then support must be given 
by a cartilage graft or osteochondral graft. A 
satisfactory lining may be produced by apply- 
ing a half-thickness skin graft to the under 
surface of the forehead pedicle before bring- 
ing it down into the final position for recon- 
structing the nose. 
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Fig. 4A and B. Showing deformity of ear following 
surgical excision of squamous cell carcinoma. 
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Fig. 4C and D. Photographs showing appearance of 
ear following repair by means of single pedicle skin 
flap from mastoid region. 


CANCER OF THE EAR 


Cancer of the ear (Fig. 4) is probably better 
treated by surgery than by radiation because 
of the large amount of cartilage which forms 
the framework of the ear. Adequate amounts 
of radiation for the destruction of many of the 
tumors of the ear are not well tolerated by car- 
tilage, Whenever possible the lesions on the 
ear should be removed by incisions which are 
directed radially in a manner which will facili- 
tate the removal of segments in the form of 
pie-shaped portions of tissue, leaving a V- 
shaped deformity. A deformity of this type 
may be corrected by direct approximation of 
the defect borders and the healed result will 


show little if any apparent deformity except 
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a proportionate reduction in the size of the 
ear. Due to the cartilaginous framework, how- 
ever, virtually every other type of defect, if 
closed by direct approximation of borders, will 
marked in contour due to 
the buckling of cartilage. Probably the most 
satisfactory method of repair for loss of ear 
segments other than V-shaped defects is by 
means of a single pedicle skin transplant from 
A pattern of the ear de- 
fect is made and an area identical in size and 


show a distortion 


the mastoid region. 


shape is outlined over the mastoid region, using 
care to give sufficient length to the pedicle to 
permit anastomosis of its borders to the bor- 
The 
resulting mastoid defect may be closed by di- 


ders of the defect without undue tension. 


rect approximation of the defect borders or 
repaired by a suitable type of skin graft. 
After a period of two weeks, the pedicle 
attachment is and the incised 
der of the pedicle is anastomosed with the 


severed bor- 
remaining free border of the defect, to com- 
plete the anastomosis of the skin pedicle with 
all the borders of the defect. 
non-epithelialized surface of the pedicle may 


The posterior 


be grafted or permitted to epithelialize. 
ANTRAL DEFECTS 

Defects of the antrum resulting from eradi- 
cation of cancer are frequently large and entail 
extensive repair for their correction. In associ- 
ation with these defects of the antrum the sur- 
rounding skin of the face is often destroyed 
either as a result of radionecrosis or destruc- 
tion by actual cautery. A satisfactory and per- 
manent repair of an antral defect requires the 
restoration of the antral lining as well as skin 
to cover the outer surface defect of the face. 
The lining may be satisfactorily restored by 
means of a single pedicle forehead flap of the 
rotation type, brought down and attached to 
the surrounding borders of the defect, skin 
side toward the inside of the antrum, Follow- 
ing the formation of the reconstructed lining 
of the antrum, the surface defect over the face 
is repaired by a tubed pedicle skin transplant, 
usually brought (by attachment to the arm) 
from the abdomen. There is seldom sufficient 
tissue available in the face for repair of the 
facial defect by means of a single pedicle skin 


transplant and for this reason it is necessary 
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to go to a distant site for sufficient available 
skin, thus necessitating the formation of a 
tubed pedicle skin transplant. 


CHEST WALL DEFECTS 


Surface defects of the chest wall, following 
the adequate removal of tissue in the radical 
extirpation of tissue for breast cancer, are 
frequently troublesome and of sufficient size 
to warrant repair by means of skin grafting. 
Unless infected, these areas may be satisfac- 
torily repaired by means of a_half-thickness 
skin graft. Repairs are frequently done by 
means of the Thiersch grafts, but this latter 
type is not so stable as the half-thickness graft 
and consequently more prone to subsequent 
ulceration. If infection is present in these 
defects, the ulcers are best treated by frequent 
applications of hot hypertonic saline solution. 
If there is lessened blood supply over these 
defects due to former radiation, it may be 
necessary to form lateral sliding pedicle flaps 
to cover the defect and repair the defects re- 
sulting from the formation of the pedicle flaps 


by means of a half-thickness skin graft. 
THE VULVA 

3ecause external radiation is not tolerated 

well and because most cancers of the vulva are 

radiores istant 

vulva do not 


tissues of the 
interstitial irradiation, 
cases of cancer of the 
vulva is usually indicated and vulvectomy is 
the method of choice. 


and because the 
tolerate 
surgical excision in 


Prophylactic external 
irradiation to both groins is indicated after vul- 
vectomy and when metastasis is evident, bila- 
teral inguinal dissection should follow. The 
defect caused by vulvectomy may be adequately 
and satisfactorily repaired by means of a rota- 
tion single pedicle skin flap from the pubic 
region, thus restoring normal contour with hair 
bearing skin. 
CONCLUSIONS 


1. A large percentage of the cases requiring 
radical surgery in the treatment of cancer could 
be spared the extensive procedures so fre- 
quently required if precancerous lesions and 
early cancer were adequately treated. , 

2. Plastic surgery is definitely allied with 
the treatment of cancer and by means of plastic 
surgery many disabling defects may be satis- 
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factorily and adequately repaired, thereby im- 
proving the cosmetic appearance of the patient 
and lessening the functional defect of the part. 
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tumor clinic in a 


DISCUSSION 


Dr. W. R. Mathews (Shreveport): One sees in 
connection with cancer treatment a rather urgent 
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need for the reconstructive surgical procedures 
that Dr. Owens has just discussed. Despite ade- 
quate methods for treating the majority of acces- 
sible cancer with little or no tissue loss or deform- 
ity, there are a number of circumstances under 
which tissue defects of both functional and cos- 
metic importance occur. The majority of these 
develop in ccnnection with slow growing epithelio- 
mata and result mainly from delayed or inade- 
quate treatment. In many instances’ severe in- 
fection is present which accelerates the progress 
of the disease and frequently defeats therapeutic 


efforts ordinarily adequate in uncomplicated 
cases. Under such circumstances tissue defects 
of major importance frequently occur due both 


to the disease and the radical procedures neces- 
sary for its eradication, 


nothing about the _ technical 
aspects of plastic and reconstructive surgery, I 
have observed excellent results in several cases 
which appeared to present quite difficult prob- 
lems. A carefully planned and patiently executed 
reconstructive program in these cases by those 
who are experienced in this type of work usually 
results in marked improvement or ccmplete cor- 
rection of the deformity. 


While I know 
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PRINCIPLES AND PROPOSALS OF THE 
COMMITTEE OF PHYSICIANS 





There has been sent to each member of the 
State Society a copy of the editorial published 
in the Journal of the American Medical Associ- 
ation November 27, 1937. There has also been 
sent to the members of the Orleans Parish 
Medical Society a draft of the Principles and 
Proposals suggested by a group of 400 odd 
medical men in this country for presentation 


Leon J. Menville, M. D., Vice- 
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before the Parish Society. The members of 
the State Society are probably fully cognizant 
by now of the newspaper notoriety which has 
been obtained by the sending of these Proposals 
to the lay press and they also know of the un- 
fortunate comments made by some of the blat- 
ant newspapers. When released to the papers, 
the Principles and Proposals were considered 
by some of the more sensational newspapers in 
their first printing as a so-called revolt against 
the American Medical Association. Subsequent 
editorial consideration apparently changed the 
point of view because the later comments con- 
tained nothing which would lead one to imagine 
that there was any such thing as a revolt in 
American 


fact in 
the more conservative papers, newspapers which 
realize and appreciate that the evils of exten- 
sive federal control in the 


medicine. As a matter of 


activities of the 
medical profession, or other professions as well, 
would be harmful to the future of this country, 
the comments were extremely favorable. In 
New Orleans, the Times-Picayune stated that 
there was no profession in the world that was 
receiving such small returns for the tremendous 
amount of work it did and that there was no 
profession which is giving gratuitously so much 
of its time to the poor as the medical profes- 
sion. In the New York Herald Tribune, in 
speaking of the doctor, it was written that “the 
energy that he donates to unpaid hospital work 
and the attention he gives private patients who 
cannot pay their bills, the average physician 
gives more hours a day than the most 
lavish philanthropist. This condition is unfair. 
The burden clearly should be shared by others.” 
Statements and comments such as these indi- 
cate that the lay press is aware of what the 
physician is doing for charity, and for nothing. 
It was extremely unfortunate that these Pro- 
posals were released to the lay press or that 
the press obtained them before the steps that 
most of the signers imagined to be taken were 
taken, namely to submit these Proposals to 
parish, or county, medical societies or the state 
societies. This has left a very bad taste in the 
mouth of many of those who signed the origi- 
nal Proposal. It was distinctly the understand- 
ing of many that these so-called Principles and 
Proposals were to be the basis of discussion 


in the halls of organized medicine. To have 
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them released prematurely and to be given to 
the lay press and seized upon by it as a sensa- 
tional effort against organized medicine has 
given many of the signers uncomfortable mo- 
ments. Most of these signers were men who 
have been interested and active in organized 
They represent men who have held 
and hold positions in the American Medical As- 


medicine. 
sociation. They are men who have the best in- 
terests of organized medicine at heart and to 
have what they thought was a confidential mat- 
ter that was to be discussed amongst doctors 
appearing as it did, was not their idea when 
the Proposal was signed. On the other hand, 
there are undoubtedly a few signers who took 
advantage, at this time and by this method, of 
bringing out their views which are not those 
of the great majority of the men on the list of 
signers. 

Naturally, the officers and trustees of the 
American Medical Association have been deep- 
ly hurt by this action which superficially seems 
to be an attack on the American Medical As- 
Such was far from the thought of 
most of the signers. They did not for a minute 
think that the Medical 
would be attacked indirectly by newspapers un- 
favorable to the 
these matters were to be discussed only by medi- 
It was obvious that 


sociation. 


American Association 


medical profession because 
cal men in their meetings. 
what had been said in these newspapers would 
be snatched up and grasped by those antagonis- 
tic to the American Medical Association as evi- 
dence that there was a widespread feeling of 
discontent among the American medical pro- 
Such is decidedly not the case. Most 
of the signers are loyal American Medical As- 
sociation members and determined protagonists 
Any thinking medical 
man who would not back organized medicine 


fession. 


of organized medicine. 


heart and soul with all his power is a man who 
is either merely thoughtless, a natural obstruc- 
tionist or a renegade. It was certainly not in 
the minds of most the signers to attack the 
American Medical Association, nor did they 
think it would be brought into discussion. 
Now, a word as to the Proposals themselves. 
It was pointed out in the Times-Picayune that 
the P. W. A. worker, the man receiving state 
and governmental aid, has to pay his grocery 
bill, has to pay his rent, has to pay for every- 
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thing and everybody except possibly the social 
worker who is remunerated by the govern- 
ment, but the doctor receives nothing. The 
amount of time that the average physician 
gives to these large numbers of the subsidized 
proportions of the population is enormous. In 
New Orleans alone there are over 61,000 un- 
employed, not including the unemployable. Not 
only is the doctor asked to see the sick man or 
woman on relief, but he is called upon to ex- 
amine the healthy to determine if they are fit 
to work, to fill out innumerable forms and to 
spend much time, usually for nothing. Something 
should be done about this. If these so-called 
Proposals stimulate the medical profession to 
go after their rights some good may be ac- 
complished by them. One of the paragraphs 
of the Principles and Proposals has to do with 
support of medical education and studies to 
This 


Proposals which has 


raise the standards of medical practice. 
is one of the so-called 
been vigorously criticized, but as a matter of 
fact, the great majority of medical schools in 
this country are directly supported by public 
funds and the few that are not are receiving 
public funds indirectly. Furthermore, another 
one of the criticisms has been levied at the 
fact “public funds should be made available to 
hospitals to render service to the medically 
indigent.” So this is exactly what has recently 
been done in the State of Louisiana. Our state 
governmental authorities realize that this is an 
economic necessity, as it can be seen from the 
reading matter in the section on Louisiana 
News issued by the State Hospital Board. Un- 
justly this Board does not contain a representa- 
tive of the medical profession. Attempts are 
being made to correct this out-and-out unfairness. 


It is to be hoped that Parish Societies and 
the State Society will give thought to these 
Proposals. They were believed to be, when 
signed, innocuous generalities and broad state- 
ments which would stimulate medical men to 
demand their rights in so far as intelligent re- 
compensing of the physician would be attained. 
Let it be understood definitely and positively 
that these Proposals are not an attack on or- 
ganized medicine; let it be understood by the 
critics of organized medicine that never before 
medical men _ been 


have so cohesive and as 


desirous of standing together as now. 
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SOUTHERN MEDICAL 


The Southern Medical Association has had 
its meeting in New Orleans and the members 
have gone. They left behind them pleasant 
memories. 

The total registration was 5,283 of whom 
2,800 were doctors and nearly 1200 of whom 
were accompanied by their wives; the remaind- 
er was made up of students, nurses, technicians 
and exhibitors. The outstanding events of the 
meeting were the general sessions, the ball, 
and the honoring of Dr. Goodpasture, award- 
ing him the Research Medal of the Association. 
The scientific exhibit exceeded all other scienti- 
fic exhibits of the Association. 
and contained 


It was large 


most excellent material in all 


branches of medicine. Two New Orleans 
men, Dr. L. J, Menville and Dr. J. Ns Ane, 
were one of the group of three receiving 
honorable mention for their exhibit. The first 


award went to a group of doctors in San An- 
tonio, the second award to Dr. A. C. Scott of 
Temple, Texas, and the third to Dr. J. F. 
Hamilton of Memphis. 

Much credit for the success of the meeting is 
due Dr. Lucien A. LeDoux who, as Gen- 
eral Chairman of the Committee on Arrange- 
ments, worked with untiring energy and tre- 
mendous zeal. He was ably assisted by a 
group of sub-committee chairmen. Dr. John 
Archinard was Dr, LeDoux’s right hand man 
and did much to further the interest of the 
meeting. We were pleased to find that the 
Southern Medical appreciated Dr. LeDoux’s 
untiring services and honored him by election 
as First Vice-President for next year. 

If there is any criticism to be made of the 
meeting it would be that the general sessions 
were poorly attended. Some of these section 
meetings had only a small number in attend- 
ance, whereas the preliminary clinics were very 
largely attended. It is realized and appreci- 
ated that in the sections devoted to specialties 
the attendance will not be large, nevertheless 
it is felt that possibly if the section chairmen 
and secretaries were to provide programs which 
might be of considerable general interest, the 
section meetings might be better attended than 
they are now. Certainly the section meetings 
should be the most important part, scientific- 
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ally, of the whole program, whereas it would 
seem that many of the adjuncts of the meeting 
are more popular than the fundamental divi- 
sions. 

The general officers elected for next year in- 
clude as President, Dr. J. W. Jervey, Sr. of 
Greenville, S. C.; as First Vice-President, Dr. 
Lucien A. LeDoux; as Second Vice-President, 
Dr. Lee Rice of San Antonio. The ‘editor of 
the journal, Dr. Dabney and the associate edi- 
tor Mrs, Dabney were re-elected and Mr. C. P. 
Loranz was re-elected Secretary-Treasurer and 
Manager. It was decided that the 1938 meet- 
ing will be held in Oklahoma City at the usual 
time, the latter part of November. 





PURPURA HEMORRHAGICA 


Wintrobe and his co-workers* have recently 
published an article on purpura which warrants. 
further exposition. Their report is based on 
studies made of 62 patients observed in Balti- 
more. Comment may be made on several facts 
in the etiology of the disease which are inter- 
esting. In the first place, the disease appar- 
ently is rare among negroes, only four of the 
group of 62 being of this race and that in spite 
of the fact that in Hopkins the ratio of negroes 
to whites is as three is to seven. The symp- 
toms of purpura appear for the most part in 
the first decade of life; a certain proportion of 
their patients developed purpura after this time, 
up to the age of 30, and then a period of 15 
years elapsed before the next group, the older 
people, came on the scene. 


One of the interesting features of this study 
has to do with the course of the disease, There 
was a very distinct tendency for the disease to 
recur. The recurrences took place sometimes 
after the acute symptoms had entirely subsided 
and then only occasionally. On the other hand, 
there are a few patients who for years were 
found to bruise readily and who might be 
Six of 18 
patients with recurrent disease remained well 
from three to 11 years after the last bleeding 


spoken of as having latent purpura. 


*Wintrobe, M. M., Hanrahan, E. M., and Thomas, 
C. B.: Purpura hemorrhagica, with special refer- 
ence to course and treatment, J. A. M. A., 109:1170, 
1937. 
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attack. Six other patients had symptoms and 
signs for many years; these the authors consider 
to have chronic purpura. The immediate death 
rate in the primary attack was not high, only 
two patients died. On the other hand, four 
expired who had symptoms over a period of 
years. 

Splenectomy, since the report by Kaznelson 
in 1916, has been practiced very extensively in 
this country and Germany. Wintrobe and his 
associates point out that this is only symptom- 
atic treatment; it is not by any means specific; 
and it is the most radical of the symptomatic 
methods of treatment that have been advocated. 
There is an operative risk and recurrences do 
follow operation. They contend, however, 
that it is the most effective therapeutic meas- 
ure as yet advocated or employed. 

It is interesting to note that in not all of these 
cases was there an increase in the number of 
This is in ac- 
It fre- 
quently happens that hemorrhage never takes 


platelets following splenectomy. 
cord with the observations of others. 


place after splenectomy although, after an early 
increase in the number of platelets, they may 
again fall to critical levels. In 12 of the pa- 
tients operated upon by removal of the spleen, 
the majority subsequently had a normal platelet 
count; in only three instances was the platelet 


100,000. In three indi- 


viduals the bleeding time was respectively one 


count under these 


and a half, nine and a half, and ten minutes, 
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whereas, in the other group the bleeding time 
was never over four minutes except in one in- 
stance when it was six. 


This paper is well balanced and conservative. 
It points out something which is not generally 
appreciated, namely that all cases of purpura 
hemorrhagica are not benefited by splenectomy, 
Most certainly the fundamental cause of the 
disease is not removed when the spleen is taken 
out. As the authors say, the cause of the dis- 
ease is not attacked but the important site for 
the destruction of platelets is removed. There- 
fore in considering splenectomy three things 
should be taken into consideration: (1) To per- 
form the operation if the bleeding is severe and 
conservative measures have failed; they say do 
not hesitate about operating when the decision 
is made because with accurate blood transfusion 
bleeding can be controlled. (2) Because recur- 
rences are more frequent in the female than the 
male sex, girls and young women are more 
likely candidates for operation than males. (3) 
Lastly, if growth and development are impaired 
by recurrences of bleeding or the economic or 
social status of the patient is jeopardized, oper- 
ation should be considered. On the whole the 
best time to operate is during quiescent periods 
so that the dangers of hemorrhage, shock, infec- 
tion and postoperative pneumonia are consider- 
ably reduced. - 

The authors say they are not prepared to dis- 
cuss snake venom therapy. 





HOSPITAL STAFF TRANSACTIONS AND CLINICAL MEETINGS 


HIGHLAND SANITARIUM 


The Staff of Highland Sanitarium met on No- 
vember 18, 1937. After an enjoyable dinner. the 
scientific program was held in the Highland Clinic 
Building. 

An interesting discussion of the present treat- 
ment of varicose veins and varicose ulcers was 
Keith Mason. The present Mayo 
method of treating varicosities is that followed by 
Dr. Mason. The injection of sodium ricinoleate 
solution being used alone in cases where only the 
short saphenous veins are involved; 
where there are any tributaries, especially of the 
long saphenous vein, ligation is used in conjunc- 
tion .with the sclerosing solution. The discussion 
was opened by Dr. J. A. Hendrick who was fol- 
lowed by Dr. J. M. Bodenheimer. Dr. Mason closed 
the discussion. 


given by Dr. 


long and 


Dr. M. S. LeDoux presented a case of bilateral 
dislocation of the hip, showing the roentgenologic 
view of this hip, pointing out occurrence and the 
rarity of the condition at this person’s age. The 
patient is a woman 34 years of age who had no 
symptoms up to the present time. Dr. Guy A. 
Caldwell discussed the case and gave the operative 
and non-operative treatment and results of these 
conditions. 

Election of officers was held. Dr. J. V. Hendrick 
was elected President; Dr. T. B. Tooke, Vice- 
President; Dr. Albert Owers, Secretary-Treasurer. 

E. D. Rowland, M. D., Sec. 


HIGHLAND SANITARIUM 
The regular monthly meeting of the Staff of the 
Highland Sanitarium, Shreveport, was held De- 
cember 16, 1937 in the Clinic Building, following 
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dinner at 7 p. m. Dr. E. C. Edwards was unani- 
mously elected to membership on the staff. 

Dr. Paul D. Abramson presented a paper on 
arteriovenous aneurysm. The etiology, symptoms, 
signs and diagnostic procedure were thoroughly 
covered. His talk was splendidly illustrated by a 
lantern slide demonstration which included photo- 
graphs of the extremely interesting cases which 
he has collected. 

Dr. ©. R, Mays gave an extremely interesting 
and timely discussion on the problems of sterility. 
Particular stress was laid on recent developments 
in the studies on the spermatozoa in relation to 
sterility, and the various diagnostic procedures, 
both on the male and female, were discussed. 

Dr. J. A. Hendrick presented an interesting case 
of pelvic hematoma following normal appendec- 
tomy, which produced obstruction eight days post- 
operatively. The patient recovered after obstruc- 
tion relieved surgically. Dr. Hendrick also 
reported on the recent Southern Medical Associa- 
tion meeting, which was held in New Orleans. 
Dr. C. S. Sentell and Dr. S. W. Boyce also brought 
out some interesting highlights on this same 
meeting. 

Following discussion of the deaths occurring in 
the Sanitarium during the past month, the meeting 
was adjourned. 


was 


Albert Owers, M. D., Sec. 
FRENCH HOSPITAL 

A regular meeting of the staff was called to 
order on December 14 with Dr. R. L. Gordon pre- 
siding. The minutes of the last meeting were 
read by Dr. R. E, Rougelot. 

The deaths of the previous month were then 
discussed generally. 

Dr. Charles A. Bahn presented a lantern slide 
demonstration showing the various types of endo- 
crinopathic syndromes and how ocular symptoms 
may occur reflexly. 

The following officers were elected unanimously: 
Dr. Joseph Palermo, Chairman; Dr. Maurice Les- 
cale, Vice-Chairman; Dr. R. E. Rougelot, Secretary. 

Dr. Zander suggested that thanks be given to 
the present officers for the activity during the 
past year. 

R,. E. Rougelot, M. D., Sec. 


MERCY HOSPITAL 

The Staff of Mercy Hospital met on the evening 
of December 8, 1937, one week later than usual so 
as not to interfere with the meetings of the 
Southern Medical. Dr. John Dicks called the 
meeting to order at 8:00 p. m. 

The Staff was treated to a very interesting and 
educational talk, with lantern slides, on various 
phases of electrocardiography by Dr. Edgar Hull. 
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This presentation was most timely inasmuch as 
the hospital has recently added an electrocardio- 
graphic service. 
Following this the meeting went into executive 
session after a short recess. 
H. Ashton Thomas, M. D., Sec. 

GRADUATE SCHOOL 
LOUISIANA STATE UNIVERSITY 

MEDICAL CENTER 

NEw ORLEANS 





The scientific meeting of December, 1937, was 
called by Dr. James T. Nix, Dean of the Graduate 
School. Dr, C. E. Gorman presented the following 
paper. 

SQUAMOUS CELL CARCINOMA GRADE I 

The hoary beard of certitude which enshrouds 
traditional thinking resists the pruning shears of 
new discovery. After careful consideration we 
find that this portrays exactly what has happened 
in reference to squamous cell carcinoma I. _ It 
has been more or less accepted by the profession 
that this grade of carcinoma does not metastasize, 
or if so, not early; that the treatment for this type 
of carcinoma is surgery alone; that the accepted 
surgical treatment is a panacea; that roentgen ray 
or radium therapy is not indicated in such carci- 
nomas; that this phase of cancer treatment is not 
necessary either as a preoperative or a postopera- 
tive measure. 

Thus have we of the profession sat complacently 
in our rocking chairs content in the certainty that 
these cancers would be cured by surgery. When 
the primary lesion was excised completely, 
the wound healed, and then we believed the pa- 
tient could be discharged as cured. The object of 
this paper is definitely to show that this type of 
malignancy is not as harmless, and is not cured 
so easily as heretofore has been believed. 

In considering the pathologic histology of 
squamous call malignancy, MaCallum! remarks 
that the relation of the tumor cells to the adjacent 
tissues is an exceptionally important point for 
consideration. These tumorous cells are not bound- 
ed by any definite line of demarcation. They grow 
out irregularly, pushing into the adjacent struc- 
ture in a most abnormal manner of growth. They 
know no bounds. 

Hanes and Lambert have shown that these cells 
possess a certain ameboid movement. It is prob- 
ably this movement that enables them to get into 
the lymph channels. In addition to this possibil- 
ity, the probability of direct extension by means 
of this movement must be considered. This will 
probably explain the peculiar metastasis in the 
case reported as Number 1. In this particular in- 
stance the secondary or metastatic lesion was not 
in the lymph glands. It appeared in the soft tis- 
sues of the forearm just below the elbow. The 
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condition appeared as an acute inflammatory re- 
action; the cardinal signs of inflammation were 
present. The examination of fluid removed by an 
aspirating needle revealed malignant cells. Open 
biopsy proved this to be squamous cell I. The 
patient succumbed to widespread metastasis. The 
original lesion was squamous cell carcinoma I. 
Wide excision of the cancer was done at Charity 
Hospital prior to his admittance to the Tumor 
Clinic. Only his thumb and forefinger were left. 
It is quite possible that the metastatic lesion can 
be explained on a basis of cancer diathesis.2 

Boyd,’ in his discussion of gradings, reflects the 
popular belief. Grades I and II are treated surgi- 
cally. Grades III and IV are amenable to roentgen 
ray therapy. I agree that I and II should have 
surgical interference. This is essential as these 
tumors are radio-resistant. The fact that they do 
not respond to irradiation should not mean that 
these patients are to be denied the benefits of 
roentgen ray therapy. On the contrary, it is my 
belief that preoperative roentgen ray to the region- 
al tissues and glands is as important in this type 
of cancer as in the more highly malignant grades. 
This is contradictory to the present routine as is 
generally advocated. Dr. Coutard even suggests 
that after surgery, patients should not receive ir- 
radiation until metastatic glands have appeared. 
This may be possible when dealing with a highly 
malignant or Grade IV cancer which is extremely 
radio-sensitive. This type supposedly fades rapid- 
ly under roentgen ray therapy. Viewing therapy 
logically, this would not be my choice of method. 
Contrary to the idea of waiting for metastasis to 
occur, these cases should receive massive doses of 
roentgen ray. This irradiation should be  pre- 
operative as well as postoperative. The reason for 
this conclusion is based on the old Chinese proverb 
that a bundle of sticks is stronger than a single 
one. Likewise, lymph glands or tissues contain- 
ing sparsely scattered metastatic cells, or malignant 
emboli, should respond to irradiation. This re- 
sponse should be much more complete than where 
a large metastatic gland is present. Therefore, 
where dealing primarily with a radio-resistant 
tumor, it is logical to conclude that our chances of 
cure will be increased in direct proportion to the 
number and age of the cells present. The by-word 
of the American College of Surgeons is “cancer 
is curable.” Much stress is placed upon the early 
recognition and institution of proper treatment. 
Why should metastatic malignancy be treated dif- 
ferently? It should not! 


Every surgeon has encountered metastatic malig- 
nant glands while doing a radical mammectomy, 
glands that could not be palpated and which ap- 
pear only slightly enlarged. These glands, on micro- 
scopic sectioning, reveal an extensive malignant 
process. The same is applicable to squamous cell 
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carcinoma Grade I. Even though the regional 
adenopathy may not be palpated, it is logical to 
assume, from the case reports contained in this 
study, that many of these cases have metastasized 
prior to the excision. We are dealing with a radio- 
resistant tumor, and it is evident that if a cure 
is to be obtained it will be through the combina- 
tion of preoperative radiation, surgery and post- 
operative radiation. 


Now that we have an insight into this supposedly 
very mild tumor, which in reality reaps a heavy 
toll of lives, we see the possibility of leaving a 
small portion in the healthy tissue. Ewing has 
brought out a very significant fact, one which 
might readily be applied to this condition. He 
made the statement that one of the salient features 
which either accompanies, or precedes, any mal- 
ignant process is its power of exciting a reaction 
in the surrounding cutis. Satenstein,4 in his 
discussion of the histology of epithelioma, applies 
this statement of Ewing. He advocated a thorough 
study of the growth and the surrounding tissue 
by means of serial section. His object is to visualize 
the “oneness” of the infiltrating mass with the 
cells of the adjacent tissues. It is impossible, 
often, to determine a connection between malig- 
nant and healthy tissue even by serial section. The 
inflammatory reaction surrounding the malignancy 
is capable of “pinching off” little groups of 
neoplastic cells. These cells are left in apparently 
normal tissue. This is similar to an embryonic 
rest. It takes little or nothing of a stimulus to 
excite these cells to overgrowth. 


In skin cancer of alb varieties metastasis is fre- 
quent.6 As has been pointed out by Ward,6 and 
others, the rate, rapidity, and widespread metasta- 
sis is in direct proportion to the embryonic struc- 
ture of the cells. Ward emphasizes the fact that 
many of the large squamous cell malignancies of 
the hand and face require heavy irradiation prior 
to surgical removal. Butler and Woolley? advise 
heavy doses of postoperative irradiation in these 
cases. The Suttons8 advocate excision with the 
knife cautery and follow-up with radiotherapy. 
Rienhoff? impresses us with the resistancy of 
epithelial cancer. Reimann4® summarizes irradia- 
tion therapy as a method to stop the multiplica- 
tion of cancer cells. If this cannot be done, then 
mature the ones already formed. This is really 
the ideal towards which we strive in cancer treat- 
ment. Maturity of cells means the cessation of 
multiplication. Therefore, the deductions are that 
these tumors should receive heavy preoperative 
irradiation, surgery (preferably with the electric 
cautery knife), and extensive postoperative irradi- 
ation. 

The majority of the references were considering 
squamous malignancy in general. Now let me con- 
sider squamous cell Grade I specifically. This con- 
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dition is gravely serious for one particular rea- 
son. It has always been considered the least malig- 
nant and the least probable to metastasize. This 
gives the first advantage to the malignancy. It 
is treacherous. Metastasis takes place more often 
than is expected. It must not be considered as 
lightly as it has been in the past. I believe that 
a combination of the therapy suggested by the 
various authors would be the nearest possible to 
what is ideal. Forget that Grade I is supposed 
not to metastasize. It is cancer. It is radio- 
resistant. Therefore, the patient should receive 
preoperative deep therapy to the lymph nodes up 
to tolerance; excision of the tumor, preferably 
with the electro-coagulating knife; postoperative 
irradiation of the lymph nodes and the area of 
excision. This intensive and radical treatment 
may not be necessary in many cases, yet when 
dealing with such a tumor it is not fair to the 
patient unless you give him every chance. 

One hundred and eighteen cases of squamous 
malignancy were reviewed. The patients have been 
observed at the Tumor Clinic of Charity Hospital. 
Some very interesting data have been gleaned from 
abstraction of these case reports. Of the 118 
cases, 31 were Grade I, 52 were Grade II, 22 were 
Grade III; three were Grade IV, and ten were 
unclassified. The greatest number occurred in 
the oral cavity, which was 59. The next largest 
number occurred on the lips. Seventy-nine were 
males, 39 were females. Seventy-six were white 
and 42 were colored. 

In reviewing the 31 squamous Grade I patients 
there were 18 with metastasis. Some of these had 
been operated on prior to admission to the Tumor 
Clinic. The lesions were all excised with a wide 
border of normal tissue. Every patient received 
the accepted conventional treatment, yet 18 came 
back with metastases. Eleven of this group ex- 
pired. This was despite intensive deep roentgen 
ray therapy. Fortunately, the remaining seven 
received early irradiation and are doing well up 
to date. 

CASE REPORTS 

Case I. Mr. F. C., a white male, aged 56 years, 
was referred to the Tumor Clinic October 11, 1934, 
one month postoperative amputation of right hand 
excepting index finger and thumb. The diagnosis 
was squamous cell carcinoma Grade I. Notation 
was made of suggestive epitrochlear lymph adeno- 


pathy. No axillary nodes were palpable. On May 
24, 1935, he returned with swelling of the fore- 
arm. Aspiration of fluid gave suggestion of 


Surgery was recommended, but 
Amputation was done 


malignant cells. 
the patient procrastinated. 
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at the mid-portion of the right arm. Microscopic 
diagnosis was squamous cell I. The patient de- 
veloped axillary nodes and received deep roentgen 
ray therapy. He expired June 17, 1936. 

Case II. Mr. O. B., aged 57 years, white male, 
applied to the Tumor Clinic on May 19, 1936, with 
a lesion on the dorsum of the hand. Biopsy 
showed squamous cell I. The lesion was excised 
completely. The patient returned five weeks later 
with small recurrences around the scar. On July 
2, 1936, the patient received 150 mg. hr. of radium 
to recurrent carcinoma. The lesion healed on the 
hand. On May 11, 1937, he returned with axillary 
and epitrochlear lymph enlargement. 


SUMMARY 


After reviewing the literature and 118 cases of 
squamous cell malignancy, several points of in- 
terest were noted. Thirty-one (26 per cent) of 
the cases were squamous cell carcinoma Grade I. 
Fifty-two (44 per cent) were squamous cell Grade 
II. Seventy-nine (67 per cent) were males; 39 
(33 per cent) were females; 66 (64.5 per cent) 
were white patients; 42 (35.5 per cent) were 
colored. Eighteen (50 per cent) of the squamous 
cell Grade I cases metastasized. Eleven (61 per 
cent) of the 18 cases with metastases expired. 


CONCLUSIONS 
1. Carcinoma Grade I metastasizes more often 


than heretofore believed. 


2. Preoperative and postoperative irradiation 
should be given these cases. 


3. Complete excision of the tumor, preferably 
with the electrocautery knife, should be done. 
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IRANSACTIONS OF ORLEANS PARISH MEDICAL SOCIETY 


January 3. Board of Directors, Orleans Parish 
Medical Society, 8 p. m. 
January 3. Pathologic Conference, Hotel Dieu, 


8:15 p. m. 
Eye, Ear, Nose and Throat Hospital 
Staff, 8 p. m. 

Clinicopathologic Conference, Touro 
Infirmary, 11:15 a. m. to 12:15 p. m. 
Clinical Pathological Conference, 
Charity Hospital and L. S. U. Medical 
Center, 2 p. m. 

Mercy Hospital Staff, 8 p. m. 
ORLEANS PARISH MEDICAL SO- 
CIETY, 8 p. m. Installation Meeting. 
Clinical Pathological Conference, 
Charity Hospital and L. S. U. Medi- 
cal Center, 2 p. m. 

Touro Infirmary Staff, 8 p. m. 
French Hospital Staff, 8 p. m. 
Hotel Dieu Staff, 8 p. m. 
Charity Hospital Medical 
p. m. 

9. Clinicopathologic 


January 4. 


co 


January 


January 65. 


on 


January 
January 10. 


January 12. 


January 12. 
January 


_ 
a 


January 17. 


January 18. Staff, 8 


January 


~~ 


Conference, 
Infirmary, 11:15 a. m. 


Touro 
to 12:15 p. m. 


January 19. Clinical Pathological Conference, 
Charity Hospital and L. S. U. Medi- 
cal Center, 2 p. m. 

January 18. Charity Hospital Surgical Staff, 8 
p. m. 

January 20. Eye, Ear, Nose and Throat Club 
8 p. m. 


January 20. New Orleans Hospital Council, De- 
Paul Sanitarium, 8 p. m. 

I. C. R. R. Hospital Staff, 12 noon. 
ORLEANS PARISH MEDICAL SO- 
CIETY, 8 p. m. 


Baptist Hospital Staff, 8 p. m. 


January 21. 
January 24. 


January 25. 


January 26. Clinicopathologic Conference, Touro 
Infirmary, 11:15 a. m. to 12:15 p. m. 
January 26. Clinical Pathological Conference, 


Charity Hospital and L. S. U. Medi- 
cal Center, 2 p. m. 


January 28. L. S. U. Faculty Club, 8 p. m. 





During the month of December the Society held 
one meeting. This was the Twelfth Annual 
Stanford E. Chaillé Memorial Oration held Monday, 
December 6. Dr. Walter Timme of New York, the 
orator of the evening, presented the following 
paper: “Status Hypoplasticus: Its Bearing on 
All Fields of Medicine and a Discussion of the 
Automatic Compensatory Mechanisms Involved.” 





The Annual Dinner of the Society was held 
Saturday, December 11, at the New Orleans Athletic 
Club. This get-together was enjoyed by the mem- 


bers in attendance and served as the election 


meeting. The returns of the election were an. 
nounced as follows: 
President: Dr. Shirley C. Lyons. 
First Vice-President: Dr. Edgar Burns. 
Second Vice-President: Dr. H. Ashton Thomas. 
Third Vice-President: Dr. Lucien A. Fortier. 


Secretary: Dr. Gilbert C. Anderson. 
Treasurer: Dr. Edwin H. Lawson. 
Librarian: Dr. Donovan C. Browne. 


Additional Members 
Board of Directors 
Dr. Isidore Cohn. 
Dr. George Hauser. 
Dr. James T. Nix. 





NEWS ITEMS 
Dr. Walter J. Otis addressed the Baton Rouge 
Group of the Louisiana State Society for Mental 
Hygiene at Baton Rouge on Wednesday, 
ber 17, his subject being ‘Mental 
Medicine.” 


Novem. 
Hygiene and 





Drs. John H. Musser and P. T. Talbot attended 
the Conference of State Secretaries and Editors in 
Chicago, November 19 and 20. 





Dr. Charles A. Bahn was re-elected President of 
the Louisiana Society for the Prevention of Blind. 
ness, at a meeting held Friday, November 26. 





Dr. H. Vernon Sims was elected President of 
the Southern Interurban Gynecological and Ob. 
stetrical Society at the seventh annual meeting of 
the group held prior to the meeting of the South. 
ern Medical Association, November 30. 





At the organization meeting of the Alumni As. 
sociation of the Eye, Ear, Nose and Throat Hos- 
pital, the following members of the Society were 
elected on the Board of Directors: Dr. Lucian W. 
Alexander, President; Dr. Philip J. Bayon, Secre- 
tary-Treasurer; Councilors, Drs. M. P. Boebinger 
and Francis E. LeJeune. 





Dr. Ruth G. Aleman was elected chairman of the 
Southern Medical Women’s organization at a 
meeting held December 1. 





The following members of the Society attended 
the meeting of the Southern Surgical Association 
at Birmingham, Alabama, December 7-9: Dr. Al- 
ton Ochsner, Secretary, Drs. Isidore Cohn, I. M. 
Gage, Howard R. Mahorner, Hilliard E. Miller, 
Ambrose H. Storck and Curtis H. Tyrone. Dr. 
Storck was elected to membership at this meeting. 





Drs. Gilbert Anderson, Shirley C. Lyons, and 











Louisiana State Medical Society News 


John T. Sanders addressed the South Mississippi 
Medical Society meeting on December 8. 





Dr. T. A. Watters addressed the Gulf District of 
the American Association of Medical Social Work- 
ers on Wednesday, December 15. 





ATTENTION DOCTORS! 

Soliciting your aid and cooperation toward the 
success of two important activities of the Woman’s 
Auxiliary to the Orleans Parish Medical Society! 

We are collecting physicians’ samples and have 
found a decided need for them in the various 
clinics of the city where they are dispensed under 
competent medical supervision. Mrs. J. Browne 
Larose, at Walnut 4736, who is in charge of this 
work, will collect your samples whenever notified 
to do so. We assure you that you will neither be 
disturbed nor annoyed, as the committee will call 
only when requested by you. 

If you have a discarded suit, hat, shirt, or pair 
of shoes, please telephone Uptown 0591 either now 
or any time this year. Our 
Jerome Landry, will be glad to send for your 
bundle, the contents of which will be distributed 
among the needy medical students of the city. 

Help us to help others! 


chairman, Mrs. 


TREASURER’S REPORT 








November 
Actual Book Balance 10/31/37 
November Credits 


$2,603.10 


759.52 


Total Credits 
November Expenditures 


$3,362.62 
520.03 


Actual Book Balance 11/29/37 $2,842.59 





LIBRARIAN’S REPORT 
The Library has loaned to doctors during No- 
vember, 917 books and journals. An additional 912 
items have been loaned to students for overnight 
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use, making a total of 1,829 for the month. These 
figures do not include the great use of books and 
journals within the Reading Rooms. 

During November, 28 volumes have been added 
to the Library, all of them by binding. It is to 
be regretted that funds have not permitted us to 
bind more of our back files of journals during the 
current year. 

Members of the staff have collected material on 
the following subjects during November: 

Artificial larynx. 

Metrazol in treatment of schizophrenia. 

Heart function tests. 

Laryngectomy. 

Writings of Dr. G. Piness. 

Personal bibliography of Dr. Shirley Lyons. 

Sublingual melanoma. 

Medicine as a career. 

Labor in very old and very young primipara. 

Endometrial transplants. 

History of the first medical school in the U. S. 

Sodium hexametaphosphate. 

Endometritis. 

Death from pentothal anesthesia. 

Harelip. 

Sulphanilamide. 

Transposition of organs. 

Women in medicine. 

History of otolaryngology. 


In addition to these more formal reference 
questions, there have been a great number of calls 
for the verification of references and material on 
individual physicians in preparation for the meet- 
ing of the Southern Medical Association. 

An extensive exhibit illustrative of Medicine in 
Art and Anatomical Drawing, has been gathered 
in the Library for this meeting. An announcement 
of the exhibit was inserted in the Official Pro- 
gram and a great many visitors have come to see 
the material. 


Gilbert C. Anderson, 
Secretary. 


M. D., 
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ST. TAMMANY PARISH MEDICAL SOCIETY 
The St. Tammany Parish Medical Society met 


in regular session December 17, in Slidell. The 
attendance was below par because of inclement 
weather and sickness. 

The meeting was addressed by Dr. Roy Carl 


Young and Dr. W. L. Stevenson, 
interesting subjects that brought 
cussion and favorable comment. 
The following officers were elected for the 
coming year: 
President: Dr. Frank F. Young, Covington. 
Vice President: Dr. F. R. Singleton, Slidell. 
Secretary-Treasurer: Dr. H. D. Bulloch, Covington. 


who presented 
out much dis- 


Delegate: 
Alternate: 


Dr. Roy Carl Young, Covington. 
Dr. H. E. Gautreaux, Covington. 
H. D. Bulloch, M. D., Sec. 


TRI-PARISH MEDICAL SOCIETY 

A regular meeting of the Tri-Parish Medical 
Society was held at Tallulah on December eighth. 
Members present included Drs. J. Preston Davis, 
president, and William H. Hamley, 
treasurer, of East Carroll Parish; 
taker and Donovan F. Davis, of Tensas; Dean 
Allen, E. Otis Edgerton, H. S. Provine, H. C. 
Sevier, A. T. Palmer, Lethue Stevens and O. H. 
Armstrong of Madison. 


secretary- 
Joseph Whi- 
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Dr. A. S. Hamilton and Dr, D. T. Milam, both 
of Monroe, were guest speakers. Dr. Milam pre- 
sented a paper on “Hematuria.” Dr. Hamilton 
spoke on “Common Fractures of the Wrist and 
Hand.” Both papers were discussed by the mem- 
bers of the society. 

After the scientific session, officers for the 
coming year were elected as follows: 

President: Dr. E. Otis Edgerton, Tallulah. 

Vice-Presidents: Dr. B. C. Abernathy, Sondheimer. 

Dr. Fritz A. LaCour, Oak Grove. 
Dr. Joseph Whitaker, St. Joseph. 

Secretary-Treasurer: Dr. Dean H. Allen, Tallulah. 

The next meeting will be held at Lake Provi- 
dence, January 4, 1938. 

W. H. Hamley, M. D., Sec. 


BI-PARISH MEDICAL SOCIETY 
The meeting of the Bi-Parish Medical Society 
was called to order by the president on December 
15, 1937, at the Rist Hotel in Clinton after a dinner 
served by Mr. and Mrs. August Rist. 


The society was convened in regular order of 
business. The minutes of the previous meetings 
were read and adopted. Election of officers for 
1938 resulted as follows: 

President: Dr. C. S. Toler, Clinton. 

Vice-President: Dr. W. J. Roberts, Felixville. 

Secretary-Treasurer: Dr. E, M. Toler, Clinton. 

Delegate: D. T. H. Pargen, Jackson. 

Alternate: Dr. J. J. Ayo, Jackson. 

Dr. J. D. Hutchins was elected a member of our 
society. 

Dr. Shaw’s address as retiring president was 
ordered printed in The New Orleans Medical and 
Surgical Journal and our parish papers. The ad- 
dress was as follows: 

“I wish to express to you my sincere thanks for 
your generosity, indulgence and the kindness you 
have shown me during this past year and to tell 
you that I appreciate the honor given me in being 


elected as president of the Bi-Parish Medical 
Society. 
“In heart’s chest of life souvenirs, there are 


none that will be sweeter or more cherished than 
the association and friendships of you fine and 
excellent men and women of this society and of 
our distinguished guests. 

“This is true, though we are carried back on the 
golden fairy wings to those happy carefree halcyon 
days of youth and childhood or in retrospect we 
recall incidents of the midday of life, its passions, 
ambitions, hardships, pleasures and failures. I 
trust a portion of success and now may the bless- 
ings of the great Master and Physician cast a halo 
of friends, peace and contentment around our 
heads and hearts as the shadows lengthen, pale 
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and fade away in the golden sunset of twilight of 
the evening of life.” 

On motion, Dr. E. M. Toler, having served our 
society continuously for the past twenty-five years, 
was made our life secretary-treasurer. 


Dr. E. M. Robards of the East Louisiana State 
Hospital read a most excellent, instructive and 
scientific paper on “Bursitis.” Dr. Robard’s paper 
was freely and favorably discussed by every 
physician present. A vote of thanks was given 
Dr. Robards and Miss Tate for their preparation 
and presentation of this timely paper. 

On motion, Mr. and Mrs. August Rist were ex- 
tended our sincere appreciation for their most 
excellent dinner prepared for our society and 
guests. 


The next meeting will be held on the first Wed- 
nesday in February at the East Louisiana State 
Hospital. 

E. M. Toler, M. D., Sec. 


RED RIVER PARISH MEDICAL SOCIETY 
1938 
OFFICERS 
President: Dr. W. L. Davis, Coushatta. 
Vice-President: Dr. L. S. Huckabay, Harmon. 
Secretary-Treasurer: Dr. W. W. Gahagan, Cou- 
shatta. 
Delegate: Dr. E. A. Carlisle, East Point. 


AVOYELLES PARISH MEDICAL SOCIETY 
1938 

OFFICERS 
President: Dr. A. B. Cairns, Bunkie. 
Vice-President: Dr, L. W. Holloman, Marksville. 
Secretary-Treasurer: Dr. Kirby A. Roy, Mansura. 
Delegate: Dr. S. J. Couvillon, Moreauville. 
Alternate: Dr. Remy Ducote, Bordelonville. 


TRI-PARISH MEDICAL SOCIETY 
1938 
OFFICERS 
President: Dr. E. O. Edgerton, Tallulah. 
Vice-Presidents: Dr. Joseph Whitaker, St. Joseph. 
Dr, Fritz A. LaCour, Oak Grove. 
Dr. B.C. Abernathy, Sondheimer. 
Secretary-Treasurer: Dr. Dean H. Allen, Tallulah. 
Delegate: Dr. J. P. Davis, Lake Providence. 
Alternate: Dr. W. H. Hamley, Lake Providence. 


WASHINGTON PARISH MEDICAL SOCIETY 
1938 
OFFICERS 
President: Dr. Norton Voorhies, Bogalusa. 
Vice-President: Dr. Rawlin R. Ward, Bogalusa. 
Secretary-Treasurer: Dr. Benjamin Freedman, 
Franklinton. 
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STATE HOSPITAL BOARD 
Below will be seen the list of hospitals with 
which the State Hospital Board has made agree- 
ments for the hospitalization of the indigent and 
destitute sick. This list was sent to the Journal 
by Mr. A. R. Johnson, State Hospital Director, and 
he states as follows: “I want to emphasize again 
that hospitalization can be provided only on an 
emergency basis. The certifying parish director 
must in every instance have a signed statement by 
a competent physician clearly establishing the 
need of the individual for immediate hospitaliza- 
tion.” There is then appended eligibility require- 
ments for the hospitals, and, lastly, the honorary 
advisory committee membership. 
Bastrop General Hospital, 
Bastrop, Louisiana, 
Garnier Clinic, 
Bastrop, Louisiana. 
Ferriday Hospital, 
Ferriday, Louisiana. 
Dr. S. F. Fraser, 
Many, Louisiana. 
Natchitoches Hospital, Inc., 
Natchitoches, Louisiana. 
LaSalle Sanitarium, 
Olla, Louisiana. 
St. Landry Sanitarium, 
Opelousas, Louisiana. 
St. Rita’s Infirmary, 
Opelousas, Louisiana. 
Ruston-Lincoln Sanitarium, 
Ruston, Louisiana. 
Winnsboro Sanitarium, 
Winnsboro, Louisiana. 
St. Joseph Hospital, 
Thibodaux, Louisiana. 





ELIGIBILITY 
SERVICE 


REQUIREMENTS 
THROUGH STATE 
BOARD FACILITIES 

State Hospital Board Bulletin No. 1 gives the 
name and address of the private hospitals with 
which the State Hospital Board has an agreement 
for a limited number of beds. 

The following eligibility requirements have been 
adopted by the State Hospital Board and must be 
strictly adhered to by Parish Departments of Public 
Welfare when certifying patients to any of the 
hospitals listed on State Hospital Board Bulletin 
No. 1 or supplements thereto. 


FOR HOSPITAL 
HOSPITAL 


AGE 
No age requirement. 
RESIDENCE 

Residence requirements are the same as those 
governing eligibility for general assistance through 
the Parish Departments of Public Welfare. In 
other words, residence for assistance in the 
“Others” category. 
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INADEQUATE FINANCES 

Any member of the group included in a grant 
of assistance through the various Parish Depart- 
ments of Public Welfare shall be considered prima 
facie eligible because of inadequate finances. 

Any person who, though not a recipient of pub- 
lic assistance through the Parish Departments of 
Public Welfare, or who is not included in a grant 
of public assistance, but who is eligible for assist- 
ance, or who may be properly included in a grant 
of assistance through the Parish Departments of 
Public Welfare, would be considered eligible be- 
cause of inadequate finances. 


PHYSICAL CONDITION 

Because of limited facilities, the Parish Directors 
of the various Parish Departments of Public Wel- 
fare should certify for admission to the hospitals 
included in S. H. B. Bulletin No. 1 only patients 
for whom there is on file a written statement by 
a competent physician stating that the condition 
of the patient is such ithat immediate hospitaliza- 
tion is required. If immediate hospitalization is 
required for a person who is not a recipient of as- 
sistance or included in a grant of public assistance 
through a Parish Department of Public Welfare, 
but who is otherwise eligible, the patient may be 
admitted upon the advice of the competent physi- 
cian, and the required social investigation can be 
completed by the certifying Parish Director after 
admission. 

RESERVATIONS 

Parish Directors should not 
any State Hospital Board 
contacting the hospital, either by telephone or 
other communication, to make the _ reservation. 
Under no circumstances should a client be sent to 
any one of the hospitals listed on S. H. B. Bulletin 
No. 1 or supplements thereto 
whether or not the patient can 

HONORARY ADVISORY COMMITTEE TO 

STATE HOSPITAL DIRECTOR 

Dr. George S. Bel, Member, New Orleans. 

Dr. Lionel Bienvenu, Member, Opelousas. 

Dr. Charles L. Brown, Member, New Orleans. 

Dr. William H. Cook, Member, Baton Rouge. 

Dr. O. P. Daly, Member, Lafayette. 


Dr. Joseph A. Danna, Member, New Orleans. 


send a patient to 
facility without first 


before ascertaining 
be accommodated. 
THE 


Dr. Rigney D’Aunoy, Vice-Chairman, New Or- 
leans 
Dr. Douglas Kerlin, Member, Shreveport. 


Dr. Clarence Lorio, Member, Baton Rouge. 
Dr. Jeff McHugh, Member, Baton Rouge. 
T. Nix, Chairman, 


L, Sanderson, Member, Shreveport. 


Dr. James 
Dr. E. 


Dr. H. Vernon Sims, Member, New Orleans. 


New Orleans. 


Dr. Robert Strong, Member, New Orleans. 
Dr. F. F. Young, Member, Covington. 








436 


NEWS ITEMS 


Dr. T. A. Watters addressed the Gulf District 
of the American Association of Medical Social 
Workers on Wednesday, December 15, at 4:00 p. 
m., on the subject of “Moods.” The meeting was 
held in the Hutchinson Memorial. 


Surgeon Harry E. Trimble has been relieved 
from duty at U. S. Quarantine Station, New Or- 
leans, La., upon arrival of Surgeon F. A. Troie and 
ordered to proceed to Galveston, Texas and assume 
charge of U. S. Marine Hospital at that place. 


On December 4, 1937, Dr. Isidore Cohn, Pro- 
fessor of Surgery and Associate Director of the 
Department of Surgery, Graduate School of Medi- 
cine, Louisiana State University Medical Center, 
delivered an address at the graduating exercises 
of the nurses at the Field Memorial Hospital, 
Centerville, Mississippi. 

At the invitation of the Tri-County Medical 
Society, Dr. Cohn delivered an address in Brook- 
haven, Mississippi, December 14. 


Dr. Charles A. Bahn, Director of the Department 
of Ophthalmology, Graduate School of Medicine, 
Louisiana State University Medical Center, pre- 
sented a series of lectures at a meeting of the 
Southwestern Medical Association in Phoenix, 
Arizona, on November 18, 19, and 20. 


Assistant Surgeon Paul T. Erickson was re- 
lieved from duty at the U. S. Quarantine Station, 
New Orleans, La., on January 3, 1938, and ordered 
to proceed to Seattle, Wash., and report to the 
Medical Officer in Charge, U. S. Marine Hospital 
for duty. 


Assistant Surgeon Harris Isbell was relieved 
from duty at the U. S. Quarantine Station, Angel 
Island, Calif., on January 3, 1938, and ordered to 
proceed to New Orleans, La., and report to the 
Medical Officer in Charge, U. S. Marine Hospital 
for duty. 


Dr. Ambrose H. Storck was elected to member- 
ship in the Southern Surgical Association during 
the recent meeting of that society in Birmingham, 
Alabama. 


Dr. R. L. Gordon was elected president of the 
New Orleans Urological Society which held its an- 
nual meeting at the Hutchinson Memorial on 
December 16, 1937. 


WANTED 
The office of the Journal would like to have 
copies of the January and June, 1937, issues. If 
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you have any available, please send them to the 
office, 1430 Tulane Avenue; if that is not con- 
venient, we will be glad to call for them. 


APPROACHING MEETINGS 
The Southern Section of the American Laryn- 
gological, Rhinological and Otological Society, In- 
corporated, will meet on January 24, 1938 at the 
Georgian Terrace Hotel in Atlanta, Georgia. The 
program will begin promptly at 9 a. m. 


The fourth annual meeting of the Mississippi 
Valley Medical Society will be held at the Hanni- 
bal-LaGrange College, Hannibal, Missouri, Septem- 
ber 28-30, 1938. 


The officers of the American Public Health 
Association announce that the sixty-seventh annual 
meeting will be held in Kansas City, Mo., October 
25-28, 1938. 

Dr. Edwin Henry Schorer, Director of the Kansas 
City Health Department, has been appointed Chair- 
man of the Local Committee. He will be assisted 
by a large group of city and state officials and 
community leaders. 

A long list of affiliated organizations meet 
habitually with the American Public Health Asso- 
ciation. They include: 

The American Association of School Physicians. 

The Association of Women in Public Health. 

The Conference of State Laboratory Directors. 

The Conference of State Sanitary Engineers. 

The American Association of State Registration 
Executives. 

Delta Omega. 

The International 
Officers. 


Society of Medical Health 


SAN FRANCISCO AMERICAN MEDICAL 

ASSOCIATION MEETING JUNE 13-17, 1938 

Members should write today if they contemplate 
attending the American Medical Association meet- 
ing in San Francisco this June and obtain their 
hotel reservations. See recent issues of the 
Journal of the American Medical Association giving 
list of San Francisco Hotels and rates. Send in 
your requests to Doctor Frederick C. Warnshuis, 
450 Sutter Street, San Francisco, California, giving 
names of members of your party, type of accom- 
modations desired, rates, date of arrival and 
departure. 

The San Francisco Session promises to be an 
outstanding one by reason of the scientific pro- 
gram, scientific and technical exhibits and the 
social functions. In addition, there is the lure of 
California with its scenic beauty, majestic moun- 
tains, fertile valleys and historical background. 
An opportunity presents to combine profit of the 
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program with the pleasures of visiting San Fran- 
cisco, the Golden Gate City with the two bridges, 
engineering wonders of the world. 

Come by train, boat, auto or plane—no matter 
how—but come. Your visit will ever be one of 
pleasant memory. San Francisco and the bay area 
medical profession anticipate the pleasure of 
being your hosts and cordially invite you to come 
to the San Francisco Meeting. 

Watch the Journal of the American Medical 
Association for program features and events. 


The American Medical Golfing Association's 
Twenty-Fourth Annual Golf Tournament will be 
held in San Francisco, California, 
June 13, 1938, at the San 
Country Club. 

A “Golfers Special” to the A. M. A. Meeting is 
being sponsored by the American Medical Golfing 
Association. Six games of golf have been ar- 
ranged on the trip to the Coast, in New Orleans, 
Houston, Galveston, San Antonio, Los Angeles and 
Del Monte; and three on the return journey through 
Portland, Seattle, Vancouver, Lake Louise and 
Banff. 


on Monday, 
Francisco Golf and 


For full particulars on the A. M. G. A. Tourna- 
ment or the “Golfers Special,” write the President 
of the A. M. G. A., Dr. Walt P. Conaway, 1723 
Pacific Avenue, Atlantic City, New Jersey; or 
Bill Burns, Executive Secretary, 2020 Olds Tower, 
Lansing, Michigan. 


SOCIAL HYGIENE DAY 

National Social Hygiene Day, the second ob- 
servance of which has been set for February 2, 
1938 by the American Social Hygiene Association, 
marks the high point in the year round effort to 
gain popular interest and support for the activities 
of the health authorities and the medical profession 
in dealing with syphilis and gonorrhea. Interested 
official and voluntary agencies concentrate their 
efforts at this time on giving the subject the wid- 
est possible publicity, by arranging for meetings 
of interested groups, press stories and comment, 
appropriate radio broadcasts, and the like. 

The first National Social Hygiene Day, February 
3, 1937, was an immediate success in accomplish- 
ing its purpose: It was marked by hundreds of 
meetings held throughout the country. More than 
a thousand newspaper clippings coming from all 
parts of the country testify to its uniformly fav- 
orable press. 

“Stamp Out Syphilis—Enemy of Youth” is the 
slogan for the 1938 Social Hygiene Day meetings. 
Particular emphasis will be laid on the control of 
syphilis among the twenty to thirty year age group, 
in which more than half of all new infections 
occur. 
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Suggestions for meetings and practical com- 
munity program may be obtained from the 
American Social Hygiene Association, 50 West 50 
Street, New York City. The Association will be 
glad to supply interested persons and groups 
with materials, such as exhibits, films, and liter- 
ature. 


THE AMERICAN BOARD OF INTERNAL 
MEDICINE 
The American Board of Internal Medicine will 
hold its next written examination on Monday, 
February 14, 1938 in various centers of the United 
States and Canada. 


The examination will consist of two sessions of 
three hours each with the morning session held at 
9:00 o’clock a. m. and the afternoon session held 
at 2:00 o’clock p. m. 

The candidates who are successful in this writ- 
ten examination will be eligible to take the practi- 
cal examination which will be held the Friday and 
Saturday prior to the opening of the annual ses- 
sion of the American Medical Association in San 
Francisco in June, 1938. 

The final date for filing applications for this 
written examination is January 15, 1938 and all 
applications should be in the office of the chair- 
man before that date. 

For further particulars and applications address: 
Dr. Walter L. Bierring, Chairman, American 
Board of Internal Medicine, Suite 1210, 406 Sixth 
Avenue, Des Moines, Iowa. 





AMERICAN BOARD OF OBSTETRICS AND 
GYNECOLOGY 

The next examination (written and review of 
case histories) for Group B candidates who have 
filed applications will be held in various cities of 
the United States and Canada, on Saturday, Febru- 
ary 5, 1938. 

The general oral, clinical and pathological ex- 
aminations for all candidates (Group A nd B) will 
be conducted by the entire Board, meeting in San 
Francisco, California, on June 13, and 14, 1938, 
immediately prior to the meeting of the American 
Medical Association. 

Applications for admission to the June 1938 
Group A examinations must be on an official ap- 
plication form and filed in the Secretary’s Office 
before April 1, 1938. 

For further information and application blanks 
address Dr. Paul Titus, Secretary, 1015 Highland 
Building, Pittsburgh (6), Pa. 





INFECTIOUS DISEASES IN LOUISIANA 





Dr. J. A. O’Hara, Epidemiologist for the State 
of Louisiana, has furnished us with the weekly 
morbidity reports for the state, which contain the 
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following summarized information: For the forty- 
fifth week of the year, ending November 13, there 
were 126 cases of hookworm reported, followed 
by 74 cases of syphilis, 45 of pulmonary tuberculo- 
sis, 36 of cancer, 35 of pneumonia, 19 each of 
diphtheria and gonorrhea, 16 of influenza, and 11 
of scarlet fever. Of the unusual diseases one case 
of poliomyelitis was reported in each of three 
parishes, namely, Franklin, Rapides and Sabine; 
two were reported in Orleans, of which one was 
imported. For the week ending November 20, 116 
eases of syphilis were listed. The following di- 
seases then appeared in double figures: forty-three 
eases of pulmonary tuberculosis, 27 each of diph- 
theria and cancer, 25 of pneumonia, 21 of scarlet 
fever, 14 of malaria and 13 of typhoid fever. In 
this week, Caddo Parish reported two cases of 
tularemia. There were three cases of smallpox in 
Rapides and one case of poliomyelitis in East 
Baton Rouge. For the forty-seventh week, there 
were 193 cases of hookworm, apparently as a re- 
sult of the hookworm survey. Syphilis came next 
with 58 cases; then followed 27 cases of cancer, 
26 of pneumonia, 23 of diphtheria, 20 of pulmonary 
tuberculosis and 19 of malaria. This week two 
cases of poliomyelitis were reported from Orleans 
Parish, one of which came from a neighboring 
parish. For the week ending December 4, syphilis, 
with 99 cases, led all other reported diseases. There 
was a sharp rise in the incidence of pneumonia, 
50 cases appearing this week. Cancer was third 
in the list with 31 cases, followed by 26 each of 
whooping cough and pneumonia, and 16 of diph- 
theria. This week Madison Parish reported one 
ease of poliomyelitis. For the week ending De- 
cember 11, there was a tremendous increase in 
the incidence of influenza. Evidently an epidemic 
had arisen in the state, because 323 cases were 
listed as contrasted with four for the previous 
week. Next in order came syphilis with 68 cases, 
followed by 60 cases of pneumonia, 36 of pulmon- 
ary tuberculosis, 33 of gonorrhea, 28 of diphtheria, 
and 25 of cancer. No cases of poliomyelitis were 
reported this week. 





HEALTH OF NEW ORLEANS 


The Department of Commerce, Bureau of Cen- 
sus, reports that for the week ending November 
13, 172 deaths occurred in New Orleans, of which 
104 were in the white population and 68 in the 
negro. This contrasts with the previous week in 
which there were 140 deaths. The _ infantile 
mortality was likewise increased, there being 14 
deaths in children under one year of age. For 
the next week, ending November 20, there was a 
drop to i150, divided 87 white and 63 negro; 17 
deaths occurred in infants. For the week which 
closed November 27, the number of deaths had 
jumped again to 172; these total deaths were 
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divided 102 in the white and 70 in the negro popu- 
lation. There were 19 infant deaths. For the 
week ending December 4, of the 155 deaths listed, 
109 were among white and 46 among negro per- 
sons, and 13 in the infant group. Following 
inclement weather in early December, the number 
of deaths jumped to 192 of which 117 were white 
and 75 negro. Infant mortality was practically 
the same as for the previous week. So far this 
year there have been 703 deaths in the City of 
New Orleans. 





COMMUNICATIONS 
December 7, 1937. 
Paul T. Talbot, M. D., 
New Orleans, Louisiana 


Dear Dr. Talbot: 


In late September of this year I was approached 
by some one, a supposed executive represent- 
ative of a motorists association of Birmingham, 
Alabama. He sold me a policy which is much like 
the contract of the American Automobile Associa- 
tion. This contract cost me fifteen dollars ($15.00). 

Since then I have reason to believe that this 
man is a faker and that, I was “stung.” Of course, 
the fifteen dollars ($15.00) does not inconvenience 
me, but the idea of being “sold” sorely irks my 
conscience, 

I am writing you so that you might mention this 
in the Journal for the benefit of other members 
of the society, and also to ascertain if you might 
know anything regarding the above association. 

Very truly yours, 
James H. Wells, M. D. 





Dr. P. T. Talbot, Secretary, 
Louisiana State Medical Society, 
1430 Tulane Avenue, 

New Orleans, Louisiana. 


My Dear Dr. Talbot: 


I have read with interest the copy you kindly 
sent me recently of the editorial in the A. M. A. 
Journal, November 27, of this year. 

Personally, I am of the opinion, and I believe a 
large majority of the regular medical profession 
believe that any reforms or changes in the funda- 
mental principles in the practice of medicine 
should come primarily from within the organiza- 
tion itself. Certainly, none others are more con- 
versant with the ways, means, and necessities, for 
any organized movement to meet the responsibil- 
ities of the medical profession to the public. 
Furthermore, we have heard so much about the 
increased cost of medical care that I am constrain- 
ed to write briefly some of my own reactions in 
regard to the assertion so often heard, that the 
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cost of medical service to the public has reached 
such a point that it has become burdensome. In 
the first place, we do admit that the cost of the 
care of the sick has notably increased, but the 
fault is not with the physicians themselves for the 
cost for their services has not been increased. 
The real increase has been due solely first, to 
hospitalization, and second, to better service rend- 
ered and demanded by and to the public, for 
within the last decade people have become more 
and more hospital minded. When a member of 
their family becomes ill they think of the doctor 
and hospital as one practically together, and if it 
is at all serious an ambulance is called and the 
patient is sent to the hospital for treatment. As 
a matter of fact, often they first go to the hospital 
and then call for their physician. In the old days 
the family and kindly neighbors did the nursing 
in their homes, thus with practically no extra cost 
to the patient. But now they demand not only 
first class hospital care and equipment but special 
nursing as well, all of which necessarily causes 
considerable increase in the cost of illness and 
somebody has to pay for it. So naturally it costs 
more, and the doctor himself only too often has 
to wait until the hospital expenses have been paid 
before he gets his remuneration, which is often 
either not paid at all or just when and what is 
left over after the hospital expenses have been 
met. 


But the question is, how shall we meet this ad- 
mittedly high cost of medical service? In my 
opinion we will have to meet that problem by 
dealing solely with the hospital side of the ques- 
tion, and I am glad to say that it is partially met 
here in Shreveport by an organization that will 
write hospital protection for the wage earner of 
the family that has proved satisfactory as far as 
it goes, by collecting a monthly payment from each 
subscriber, the subscriber in question selecting his 
hospital and physician of choice. However, the 
trouble is that this does not go far enough, for 
if this proposition could be extended to every man, 
woman, and child so that his hospital expenses 
are paid when he entered the hospital by previous 
small monthly assessments, then would the high 
cost of medical service be solved. The patient, of 
course, will be served, because his hospital bill is 
paid, the hospital, because the bill is paid more 
promptly, and the physician, of course, has a better 
opportunity to collect for his own services. 

I submit the above for your consideration, .for I 
believe this problem can be solved along the above 
line satisfactorily and of mutual benefit to all if it 
is properly approached in the interest of all con- 
cerned. 

Sincerely yours, 
J. C. Willis, M. D. 
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TE 
Dr. Anatole Raoul Trahan of Lafayette died on 
December 2, 1937. Doctor Trahan was born in 
1870 and graduated from the Tulane University 
School of Medicine in 1892. He was a member 
of the Lafayette Parish and Louisiana State Med- 
ical Societies. 
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CADDO PARISH 


During a meeting of the Tri-State Medical So- 
ciety in Shreveport in the month of October, the 
Woman’s Auxiliary had the pleasure of enter- 
taining the visiting doctors’ wives. First, there 
was a luncheon at specially reserved tables for 
the weekly Junior League Style Review at the 
Washington-Youree Hotel. For this, there were 
eighty-five present, including both the local and 
visiting doctors’ wives. On the following day, at 
the Shrine Club on Cross Lake, Mrs. E. L. Gill 
very charmingly reviewed “An American Dream’”’ 
by Michael Foster. A buffet lunch followed. These 
special plans for the women were in addition to 
the banquet for both men and women at which 
the doctors were hosts. 

At the regular November meeting of the Shreve- 
port Auxiliary, which followed the weekly style 
review luncheon the program feature was a re- 
view by Mrs. Peachy Gilmer of A. J. Cronin’s much 
discussed “The Citadel.” Mrs. Gilmer referred to 
the book’s disfavor in British medical circles, as 
well as the adverse criticism in the American 
Medical Journal. She herself, considers it a wond- 
erful book that just misses being great literature 
because of its too apparent propaganda. 

Only routine business was transacted. 
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The Woman’s Auxiliary to the Shreveport Medi- 
cal Society entertained with a delightful Christ- 
mas party at the Shrine Club in honor of the 
members’ husbands. The club house was most at- 
tractive with its decorations in the holiday motif. 
Dinner was served at a U-shaped table. At inter- 
vals were plaques of red Christmas balls on silver 
doilies and red tapers burning in hurricane globes 
which were joined by a garland of pine, berries 
and other seasonable decorations. The place cards 
were Santa Claus bags filled with candy. Mrs. C. 
E. Rew presided, and the welcoming talk was 
made by Mrs. J. T. Crebbin; Dr. W. B. Heidorn 
responded to the greetings in behalf of the Medical 
Society. 

After dinner, the guests grouped around a large 
Christmas tree and were presented with gifts by 
Santa Claus. This was followed by dancing. 

Dr. and Mrs. Frederick Glynn Ellis announce 
the engagement and approaching marriage of their 
daughter, Dorothy Glynn, to Pike Hall Trichel, 
son of Mr. and Mrs. Milton Trichel. The wedding 
will be solemnized December 28 at eight o’clock 
in the evening at the First Presbyterian Church. 

Mrs. J. L. Scales, 
Publicity Chairman. 
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6, 

IN MEMORIAM 

Mrs. Edgar Hull 
Died December 12, 1937. 





The Woman’s Auxiliary to the Orleans Parish 
Medical Society held its regular monthly meeting, 
Wednesday, December 8, at the Orleans Club. 

Classes for auxiliary members have been started 
in public speaking and parliamentary procedure 
and are being very well attended. 

The Chairman of the Tuberculosis Christmas 
Seals reported that her committee’s work was com- 
pleted and the stamps were in the mails the day 
after Thanksgiving. 
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Mrs. George Taquino, Chairman of the Southern 
Medical Association Ladies’ Entertainment Com- 
mittee expressed her very sincere thanks and ap- 
preciation to the ladies on her committees who 
helped to make this meeting one of the largest in 
the history of the organization. 


A very delightful musical program was presented, 
the artists being graduates of Loyola School of 
Music. Tea was served. 

Mrs. S. M. Blackshear, 
Publicity Chairman. 





SOUTHERN MEDICAL CONVENTION! 





Attendance and entertainment reached peak 
levels in Auxiliary records at the thirty-first an- 
nual meeting of the Southern Medical Association 
held in New Orleans, November 30-December 3. 
From the moment of registration to the last even- 
ing’s entertainment, the visitors were thrilled with 
the romantic atmosphere of the old French Quarter, 
delighted by tempting sea foods and Creole cook- 
ery, stimulated with the excitement of a well- 
matched golf tournament, honored with luncheons, 
teas and receptions. 

The eventful year of Mrs. Frank Haggard’s 
presidency of the Woman’s Auxiliary to the 
Southern Medical Association was fittingly closed 
with the well-planned and efficiently administered 
New Orleans Convention. The choice of Mrs. 
George Taquino as general chairman of ladies’ en- 
tertainment for the period of the convention was 
indeed a happy one, and to her, her committee 
members, and to each and every one of the New 
Orleans hostesses, the organization § tenders its 
hearty appreciation. 





Press and Publicity Chairman, please note! 

Kindly send me monthly news of your auxili- 
ary’s activities for the Journal. I can always use 
it. Remember this for next month, please. 


Mrs. Lucian W. Alexander, 
Chairman, Press and Publicity. 





BOOK 


Chemical Procedures for Clinical Laboratories: By 
Marjorie R. Mattice. Philadelphia, Lea and 
Febiger, 1936. pp. 520. Price $6.50. 


This volume is presented as a handy, abbrevi- 
ated laboratory guide. The methods described are 
given in sufficient detail to offer more than a bare 
outline of technic, so as to explain problems which 
may arise. An adequate presentation of biochemi- 
cal principles involved serves as a background for 
‘the procedures considered. 


The first part of the text is devoted to the 
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blood. The theory of acid-base balance and the 
interpretation of the laboratory tests employed to 
study acidosis and alkalosis are presented in a 
clear and understandable manner. All other blood 
chemical tests are described, even to magnesium 
and bromide determinations. 


Another section takes up the biochemistry of the 
urine. An unusually thorough section is devoted 
to the analysis of gastrointestinal secretions. The 
appendix of the book contains much useful bio- 
chemical information. 
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This work may be recommended as a reference 
source to students in biochemistry and clinical 
pathology. However, it will best aid the prac- 
titioner who wishes a practical method selected 
with the details and working directions for any 
common or uncommon biochemical procedure. 

Morris SHUSHAN, M. D. 


A Brief Rule to Guide the Common People of New 
England How to Order Themselves and 
Theirs in the Small Pocks or Measels: By 
Thomas Thacher. Baltimore, The Johns Hop- 
kins Press, 1937. pp. 54. Price $1.50. 


“A Brief Rule” is the first known medical docu- 
ment published in the American Colony and was 
issued as a broadside by Thomas Thacher, min- 
ister of the Third Church of Boston. Smallpox 
was raging in Boston at that time, and Thacher 
was required to serve in the capacity of medical 
advisor. Having had access to Sydenham’s 
treatise on smallpox, published the year before in 
London, and probably having knowledge of the 
Latin version of Rhazes’ description of the disease 
in 1498, Thacher compiled material to be used for 
the benefit of the suffering populace of the Massa- 
chusetts Bay Colony. Pecause there were only a 
few physicians, and these were inadequately 
trained, the publication of “A Brief Rule” 
gratefully received. 


was 


In this broadside, smallpox is considered to be 
a disease in the blood, and its description and 
clinical course are given. Symptoms are divitied 
into the “early, hopeful, doubtful, and deadly” that 
the attendant might formulate a prognosis in the 
given case. Only a few simple drugs are advised, 
and excessive therapeusis is to be avoided. 

SypNEY Jacoss, M. D. 
Pharmacopoeia of the United States of America: 
First Supplement, 1937 Prepared by the Com- 
mittee of Revision and Published by the 
Board of Trustees. Official December 1, 1937. 
Agent: Mack Printing Company, Easton, Pa. 
pp. 104. 


This little volume marks the beginning of a new 


epoch in the publication of the U. S. Pharmaco- 
peia. For eleven decades this work has appeared 
every ten years. The plan to issue an annual 


supplement originated with the present revision 
group. There was a time when there would have 
been little necessity for such action but in recent 
years the changes in drugs and drug usage have 
developed with such rapidity that a decennial re- 
vision of this standard text was proving definitely 
inadequate. The medical profession will welcome 
this innovation and will feel that the usefulness 
of the Pharmacopeia has been materially increased 
by this forward step. 
O. W. Betruea, M. D. 
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Pneumothorax Directory: Published by The 
American College of Chest Physicians, El 
Paso, Texas, 1937. pp. 34. Price $1.00. 

This is a small, well gotten up volume pub- 
lished by the American College of Chest Physi- 
cians to show which men in the state are giving 
pneumothorax. The purpose is, of course, to in- 
form the peripatetic patient with collapsed lung 
where he can go for a refill when the time is ripe. 

In Louisiana, three men are listed from New 
Orleans, one from Baton Rouge, and two from 
Shreveport as being in the habit of performing 
pneumothorax. 

J. H. Musser, M. D. 





The Roentgenologist in Court: By Samuel Wright 
Donaldson, A. B., M. D., F. A. C. R. Spring- 
field and Baltimore, Charles C. Thomas, 1937. 
pp. 230. Price $4.00. 

Many splendid works concerning the general 
field of medical jurisprudence have appeared from 
time to time. While radiology has been consid- 
ered in these, the relationship of the roentgen 
rays to the law has not been treated as a special 
subject. In this book the author has supplied this 
necessity. 

As a general rule, the average physician is not 
interested in legal matters. Usually, he is as un- 
familiar with the legal side of a case as the aver- 
age lawyer is of the medical aspect. Quite fre- 
quently, the physician is summoned to court as a 
witness and is confronted with roentgen ray films 
and interpretation of them, which are introduced 
as evidence. 

The author discusses such important subjects 
as: the relationship between physician and pa- 
tient; malpractice; the law of agency; evidence 
and testimony; privileged communications; ex- 
pert testimony; roentgen ray films as evidence; 
ownership of films; and physicians and contracts. 

In each section he cites one or more cases illus- 
trating legal opinions regarding the subject under 
consideration. These discussions add very much 
to the practical vaiue of the book. 

This work fills an urgent need for the physician 
interested in medico-legal work. It should be in- 
cluded in the library of every physician doing 
industrial surgery or radiology. It should prove 
of great value also to the members of the legal 
profession as it bridges a gap between the pro- 
fessions of medicine and law. 


J. N. ANE, M. D. 





The Avitaminoses: By Walter H. Eddy, Ph. D., 
and Gilbert Dalldorf, M. D. Baltimore, Wil- 
liams and Wilkins Co., 1937. pp. 338. Price 
$4.50. 

The contribution appears to be the first com- 
prehensive treatise in English on the pathologic 
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responses to the vitamin deficiencies. Each vita- 
min is discussed separately. The discussion in 
each case covers in order the chemical nature, 
function, deficiency, and the anatomic changes 
resulting from deficiency. 

There is close adherence to the clinical aspect 
of the subject and yet the authors have included 
just enough experimental data to fascinate the 
clinician and serve as a valuable source of refer- 
ence for both the investigator and the dietitian— 
truly a remarkable feature. 


The ordinary attitude has been to side-step the 
enormous literature of this complex subject and 
this text seems to be what we have been looking 
for, a well qualified scientific, practical and stim- 
ulating discussion. 

In our location, literally surrounded by vitamin 
deficiency, there is not a branch of the profession 
that can afford to overlook this valuable text. 

R. H. Baytey, M. D. 





Early Medieval Medicine: By Loren C. MacKin- 
ney, Ph. D. Baltimore, Johns Hopkins Press, 
1937. pp. 247. Price $2.75. 

MacKinney divides his book “Early Medieval 
Medicine” into three parts: The first is a survey 
of medicine in Western Europe during the middle 
ages; the second, medicine in France during the 
Merovingian and Carolingian eras; and the third, 
medical progress at Chartres in the tenth and 
eleventh centuries. In addition to the text. there 
are several plates illustrating some of the manu- 
scripts which served as source material, a com- 
plete index, and profuse notes. The total number 
of pages is 247, only 151 of which consist of text, 
the remainder being plates, notes and index. 


The essay is a story of civilization, a picture of 
medical science in the making, from tales of mi- 
raculous healing to “hospitals” and cathedral 
schools. MacKinney presents the material in a 
simple, direct manner. 

In the first part, the author discusses the 
changing modern concept of the so-called “dark 
ages” (476-1453). Historical research of the past 
decade or so indicates that the era was one of 
the great constructive periods in human activity. 
The dark ages are no longer dreary and dark, 
but vigorous and human. The bock is concerned 
with that portion extending from the sixth to the 
eleventh centuries. In this period the author de- 
notes two types cf medicine, supernatural and 
human. The first was characterized by the reli- 
ance upon saints, relics, charms. incantations, and 
prayers for divine assistance. The second type by 
pharmacy, surgery (cautery, blood-letting, opera- 
tions), urine analysis, and dietary regulations. 
The most noteworthy development in medicine 
was a shift of emphasis from the first to the 
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second type, fhat is, from superstition to intelli- 
gence. Also noteworthy was the changing atti- 
tude of the clergy tcward medicine. In early 
medieval centuries the clergy actually opposed 
medical science, but after the seventh century, due 
largely to the advancement of the Christian prin- 
ciple of caring for the sick, the clergy began to 
dominate the field. 


In the second part cf the book, MacKinney dis- 
cusses the origin of “hospitals” which in the early 
period were monastic infirmaries and hardly more 
than institutions for Christian charity. There is 
a brief discussion of medical literature, schools, 
and education. In his researches, Dr. MacKinney 
could find no evidence of the existence of medical 
schools in the modern sense of the word, 

The third section concentrates upon Chartres, 
one of the foremost medical centers of the west. 
Here, in the cathedral schools, the first outstanding 
advances in medicine occurred and are revealed 
to us by the author. 

In ecmpiling this essay. MacKinney has escaped 
dilettantism by going to the very sources for his 
information. He has re-created the past in a style 
which makes charming history. MacKinney is a 
man of wide culture, a Doctor of Philcsophy, and 
currently a professor of Medieval History at the 
University of North Carolina. As such he is 
probably able to write a more accurate history 
than a physician. It was through true merit, too, 
that he was asked to present this lecture, for, as 
he points out. the Noguchi Lectures have never 
before been given by one untrained in the medical 
professicn. 

Ropert S. Muncer, M. D. 





Syphilis: The Next Great Plague To Go: By Mor- 
ris Fishbein, M. D. Philadelphia, David Mc- 
Kay Co., 1937. pp. 70. Price $1.00. 

The appearance of this monograph is very time- 
ly because of the active campaign against syphilis. 
In stripping away the prudery by which the public 
press has hidden the word “syphilis” behind the 
vague term “social disease’, this book’s title 
makes plain to even the layman just exactly what 
is dealt with. Direct and accurate answers are 
given to questions regarding the cause, transmis- 
sion, symptoms, laboratory diagnosis and the vast- 
ness of syphilis as a public economic problem. 
Treatment for ordinary, complicated and pregnant 
cases is outlined, with especial emphasis on the 
need for prolonged, continuous supervision by a 
physician. The layman is warned against quack- 
ery, which so often delays adequate treatment un- 
til too late for cure. Many lay readers will learn 
as a surprise that syphilis can be cured and that 
syphilitics may marry safely after adequate treat- 
ment. The laws in various states concerning the 
marriage of syphilitics are reviewed. In Louisi- 
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ana, for example, “as a condition precedent to the 
issuance of a marriage license, the prospective 
bridegroom must furnish a certificate, signed by 
a licensed physician, showing that the bridegroom 
has been examined and found free of venereal di- 
sease in a communicable stage.” 

Evidence is presented showing that education 
of the public is the greatest need at present in the 
United States in stamping out the plague of 
syphilis. Statistics are obviously incomplete be- 
cause of the taboo about syphilis, but Fishbein 
states that the disease affects one out of every 
ten adults and that there are at least 681,000 new 
cases recorded yearly in the United States. Experi- 
ence has shown, in the Scandinavian countries and 
Great Britain especially, that the incidence of 
syphilis can be tremendously lowered by sincere, 
continuous public campaigning against the di- 
sease which is a more dangerous menace to 
America’s health than most other causes of death. 

This book should be read by every physician. It 
should be prominently displayed in public and 
school libraries. 

JOSEPH THOMAS Ropserts, M. D. 





A Textbook of Medicine: By American authors. 
Edited by Russell L. Cecil, A. B., M. D., Sc. 
D. Philadelphia, London, W. B. Saunders Co., 
4th edition, 1937. pp. 1614. Cloth, $9.00. 


Since the publication of the third edition, a very 
thorough revision has been made in an attempt to 
bring the articles on every subject up to date. This 
attempt to give students an authoritative presenta- 
tion of present day internal medicine resulted in 
the decision to establish a retiring age for con- 
tributors. Articles lost in this way are replaced 
by a large number of entirely new treatises on old 
subjects, usually written by relatively young uni- 
versity teachers who have made recent important 
achievements in the study of certain diseases. In 
addition a number of entirely new topics have 
been introduced, such as lymphogranuloma ingui- 
nale, pneumonia in children, meningococcal sepsis, 
spontaneous hypoglycemia, nephroses, and diseases 
of the peripheral vessels. Many articles cite ref- 
erences within the past year. The high standard 
of the articles in earlier editions has apparently 
been maintained. The sections devoted to infecti- 
ous diseases, diseases of the kidneys and of the 
cardiovascular system are excellent. The section 
on diseases of the nervous system makes one of 
the best monographs on that subject of the present 
day. 

An evident attempt has been made to use a 
simple, direct style of writing. A continuance of 
the widespread popularity which this volume has 
enjoyed in American medical schools is predicted 
for this new edition. 

JoOsEPH THOMAS Ropserts, M. D. 
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The Principles and Practice of Clinical Psychiatry: 


By Morris Braude, M. D. Philadelphia, P. 
Blakiston’s Son & Company, Inc., 1937. pp. 
382. Price $4.00. 


This volume, well adapted and suitable for the 
times, is heartily recommended by reason of the 
fact that the author has placed between 382 pages, 
including 13 chapters, an index and the author's 
preface, a well balanced and intelligently planned 
text of neuropsychiatric ailments and their con- 
comitants. A volume which could be used by 
medical students as a guide through the com- 
plexities of neuropsychiatric terminology and de- 
scriptive interpretation of psychoses, likewise it 
could be used to great advantage by way of ex- 
plaining and also as an aid to understanding 
neuropsychiatric disorders. For the practicing phy- 
sician it is excellent collateral reading and each 
particular disorder is exemplified by a case his- 
tory. For the psychiatrist, especially those in 
teaching positions, it is well adapted to their use 
in transmitting to the student the plan set and 
the working formulas of the particular disease, ex- 
plained under respective headings. It could be 
classed as one of the easily digestible medical vol- 
umes of clinical psychiatry from the standpoint of 
a neuropsychiatrist. 

WALTER J. Oris, M. D. 





The International Medical Annual: Baltimore, 
Wm. Wood, 1937. pp. 605. Price $6.00. 

This series is now in its fifty-fifth year and is 
of value because it offers a brief resumé of the 
literature and new developments of the year of 
1937. It reviews the progress made in the dif- 
ferent branches of medicine, surgery and the 
specialties in the previous year. Each subject is 
reviewed by a man who has experience in that 
particular field. 

The type is legible and a carefully compiled 
bibliography makes the work invaluable as a ref- 
erence work of new developments. 

It is especially recommended for the busy prac- 
titioner as it will enable him to keep up with the 
new ideas in the development of medicine. 

J. M. CIARAVELLA, M. D. 





A Textbook of Surgical Nursing: By Henry S. 
Brookes, Jr., M. D. St. Louis, C. V. Mosby Co., 
1937. 


The purpose of this text is to assist in coordi- 
nating the activities of the nurse and the physician 
by more thoroughly familiarizing her with vari- 
ous surgical conditions and by better preparing her 
with methods of surgical and nursing care.. Al- 
though much of the text is written in classical 
textbook style in a rather abridged form, there 
are several instructive chapters on dressing room 
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technic, first aid, and routine preoperative and 
postoperative care. The chapters concerned with 
the various detailed routines of the operating di- 
vision are excellently developed. The illustrations 
which, in the majority of instances, are borrowed 
from other sources are fairly good. Our only 
criticism is that possibly such a text should con- 
tain less classical description of disease processes 
and devote more space to the surgical activities of 
the nurse. 
MicHAEL DEBAKEY, M. D. 


First Aid Tezxt-book: By 
American Red Cross. Revised edition, Phila- 
delphia, P. Blakiston’s Son & Co., 1937. pp. 
256. Price, cloth $1.00; paper $.60. 

With the establishment of First Aid Siations 
throughout the country by the American Red Cross, 
it behooves the profession to read this manual and 
to offer such criticism as may be useful in future 


American Red Cross 


editions. 

The edition of 1937 covers the field of accidents 
thoroughly from abrasions and first degree burns 
through compound fractures and fractures of the 
spine. However, it does not point out that all ap- 
parent sprains should be treated with immobiliza- 
tion until fracture is ruled out by the physician 
or that patients with back injuries should be car- 
ried in extension, face down, until the responsibil- 
ity of the patient is assumed by the hospital au- 
thorities. 

The sections on resuscitation in drowning and 
electrocution could well be read by all ambulance 
interns. 

Due to the fact that not a few people are sensi- 
tive to picric acid and its salts and that the ma- 
terial is explosive and inflammable, the reviewer 
believes that gentian violet might better be sub- 
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stituted in the section on the treatment of burns. 
W. H. MEADE, M. D. 


PUBLICATIONS RECEIVED 


P. Blakiston’s Son and Company, Inc., Phila- 
delphia: The Endocrines in Therapy and Prac- 
tice: Articles Republished from the British Medi- 
cal Journal. 

Columbia University Press, New York City: Con- 
cepts and Problems of Psychotherapy by Leland E. 
Hinsie, M. D. 

W. B. Saunders Company, Philadelphia: Practi- 
cal Proctology by Louis A. Buie, A. B., M. D., F. 
A. C. S. A Primer for Diabetic Patients by Rus- 
sell M. Wilder, M. D., Ph. D., F. A. C. P. 

J. W. Stacey, Inc., San Francisco: Bacteriology 
of Specific Communicable Diseases edited by M. 
S. Marshall. A Handbook of Accepted Remedies 
edited by P. J. Hanzlik, M. D. Atlas of Hemato- 
logy by Edwin E. Osgood, M. A., M. D., and 
Clarice M. Ashworth. 

Charles C. Thomas, Springfield and Baltimore: 
Artificial Fever by Clarence A. Neymann, A. B., 
M. D., F. R. S. M. 

University of California Press, Berkeley: The 
Negro’s Struggle for Survival by S. J. Holmes. 

University of Chicago Press, Chicago: A Bibli- 
ography of the Works of Ambroise Pare by Janet 
Doe. 

Viking Press, New York City: 
Horseback by James Thomas Flexner. 

Williams and Wilkins Company, Baltimore: 
Genital Abnormalities, Hermaphroditism, and Re- 
lated Adrenal Diseases by Hugh Hampton Young, 
M. A., M. D., Se. D., F. R. C. S. 1., D. S. M. Muir’s 
Bacteriological Atlas, second edition, enlarged and 
rewritten by C. E. van Rooyen, M. D., (Edin). 
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